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Adult Mental Health Essay
ADULT MENTAL HEALTH ESSAY
Both behavioural therapists and cognitive therapists may 
use behavioural techniques in the treatment of anxiety 
disorders and depression. However, the underlying 
theoretical rationales for the use of these behavioural 
techniques differ. Critically evaluate these different 
theoretical rationales by drawing on the literature from
anxiety and depression.
August 2002
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Adult Mental Health Essay
INTRODUCTION
During the 1960s and 1970s the efficacy of Behavioural Therapy (BT), as a 
psychological treatment for a range of clinical disorders was established (i.e. Wolpe, 
1958). The approach was based upon the theoretical underpinnings of conditioning 
principles and demanded rigorous evaluations to establish efficacy. The emphasis that 
was placed upon empiricism limited the therapeutic focus to disorders considered as 
observable and, therefore, measurable.
Within the 1970s there was an increasing dissatisfaction with the behavioural model, 
especially related to its limited therapeutic efficacy in treating clinical disorders such as 
depression (Beck, 1967, 1970, cited in Hawton, Salvoskis, Kirk and Clark, 1998). A 
‘cognitive revolution’ ensued and the role of cognitive factors within psychopathology 
was promoted. It was proposed that within clinical disorders, thinking has an effect 
upon their aetiology and maintenance.
Incorporated into the cognitive model were a variety of therapeutic techniques, 
borrowed from other therapeutic approaches, an example being the adoption of 
behavioural elements, hence giving rise to the title Cognitive Behavioural Therapy 
(CBT) This may lead one to comment on similarities between models, however it is 
claimed that the underlying theoretical rationales in utilising, for example, behavioural 
techniques within the two approaches, BT and CBT, differ. Clark and Steer (1991) 
stress that ‘the distinctiveness of the therapy does not depend upon the therapeutic 
techniques used, but instead upon the fundamental cogmtive constructs and 
propositions that guide the implementation of therapy’ (p.75).
Essay Aims
Within this essay the aim is to critically evaluate the different underlying theoretical 
rationales for the implementation of behavioural techniques within the two approaches, 
that of BT and CBT in relation to the clinical disorders, anxiety and depression.
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Firstly, a brief overview will be offered of the basic theoretical rationales of the two 
therapeutic models, BT and CBT.
For the purposes of this essay, Panic Disorder and Depression will be discussed. 
(Firstly, Panic Disorder followed by Depression.) Within each section, a foundation of 
the theoretical rationales related to the disorder will be given, to assist the evaluation of 
the use of behavioural techniques, ultimately leading to the concluding remarks.
Behavioural Therapy
BT has originated from more than one learning theory. The common premise being, 
however, that both actions and emotions are controlled by learned associations 
(Brewin, 1996 cited in Eysenck, 1997), whereby the learned associations lead to the 
development and maintenance of both maladaptive and adaptive behaviours. A central 
tenet of behavioural therapy is ‘the belief that maladaptive behaviour is more effectively 
changed by doing, not talking.’ (Sloan & Mizes, 1999, p.257).
BT is based upon ‘three major conceptual models, which have been and continue to be 
influential in behaviour therapy’. (Wilson, 1978, p. 10, cited in Latimer and Sweet, 
1984). Two will be addressed within this essay, and will be briefly defined.
The neobehavioristic mediational SR model
This classical conditioning paradigm suggests that an organism can learn a physiological 
response to a neutral object when it is paired with either a positive or aversive stimulus 
(Bower & Hilgard, 1980, cited in Sloan and Mizes, 1999).
Applied behavioural analysis
This approach is derived from the work of Skinner (1959). Behaviour is viewed as a 
function of its consequences and can be modified through the intervention of operant 
conditioning principles. The underlying rationale being that behaviour which is punished 
or for which reinforcement contingencies are removed will reduce, and behaviour that is 
reinforced is likely to increase. This is defined as a 'response contingent relationship'.
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The emphasis within behavioural approaches remains to date that behavioural change 
will facilitate any cognitive change (Sloan & Mizes, 1999).
Cognitive Behavioural Therapy
There are varying cognitive therapies, but for purposes of clarity within this essay, the 
central assumptions of Beck’s (1967, 1976, 1987) cogmtive theory will be used to
explore the underlying theoretical rationale within this approach.
Since cognitive therapy’s conception in the 1960s, it has been applied to a wide range 
of clinical disorders, but the underlying theoretical rationale and assumptions upon 
which it was developed, remain. According to Beck, distorted information processing 
creates cognitive biases and such biases are apparent within all psychopathological 
states (Beck, 1967, 1976, 1987). In consequence, maladaptive thinking is considered to 
affect both mood and behaviour. Therefore, emotions are consequences of the way in 
which events are perceived or interpreted. Beck is not asserting that these faulty 
cognitive processes are causally involved in the aetiology of anxiety or depressive 
disorders.
The cognitive model proposes a content-specificity hypothesis. Thus, there is a specific 
cognitive component for each disorder, and ‘is considered to be critical for the 
differential diagnosis of anxiety or depression’ (Clark & Steer, 1991, p.78).
Based upon this model, therefore, the therapeutic aim is to provide opportunities for 
new/alternative information processing skills to reduce psychopathology.
Anxiety Disorders
Anxiety has been defined as a basic emotion (Russell, 1991) which is experienced by 
individuals within daily functioning and involves affective, behavioural, physiological 
and cognitive responses. It is proposed that anxiety has an evolutionary survival 
consequence as it prepares the individual to respond adaptively to threatening stimuli, 
and through ‘fight, flight, freezing and fainting’, risk-taking behaviour is reduced (Beck, 
Emery & Greenberg, 1985).
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Much research has shown, however, that this adaptive response can become distorted 
and produce a maladaptive response to certain stimuli, which has a disabling and 
maladaptive effect and interferes with everyday functioning.
DSMIV (1994) identifies 12 different anxiety disorders, of which one has been selected 
for inclusion within this essay. Panic Disorder (with/without Agoraphobia)
Panic Disorder with/without Agoraphobia
The central feature for Panic disorder is the experience of panic attacks. DSM IV 
(APA, 1994) defines this as an onset of fear associated with at least 4 of 13 symptoms, 
which include breathlessness, palpitations, a feeling of choking, nausea and chest pain. 
The diagnosis states that individuals must experience panic attacks recurrently, and 
some attacks must occur Unexpectedly. Panic disorder with agoraphobia is an 
identification of situations by individuals, which they believe will trigger panic attacks, 
and may be catastrophic if experienced. In panic disorder without agoraphobia the 
individual does not usually specify such situations which require avoidance.
Within the general population, it is suggested that the life time prevalence of panic 
disorder is 3-5% (Wittchen & Essau, 1991) and is considered to be a relatively common 
experience with between 7% and 28% of the population having experienced a panic 
attack at some point (Brown & Cash, 1990).
Behavioural Techniques For Panic Disorder (BT)
Within behavioural therapy, the underlying theory of panic disorder is based upon the 
classical conditioning paradigm. A famous demonstration of this is ‘Little Albert’ a 
small child (Watson & Rayner, 1920 cited in Clark and Fairbum, 1999). Experimenters 
were able to produce a learned fear response to a white rat by initially pairing it with a 
loud noise and the conditioned fear then generalised to other similar white objects.
Wolpe and Rowan (1989) claim that ‘any experiences coinciding with the first panic 
attack are capable of triggering later attacks, having become through contiguity with 
the first attack, conditioned antecedent stimuli to panic attacks. The conditioned
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antecedents of subsequent panics include fearful thoughts, early physiological effects of 
hyperventilation, and a variety of situational stimuli.’ (583).
A treatment strategy, developed through laboratory experiments, is that of exposure 
therapy, a behavioural technique often used to treat panic disorder.
Hawton et al (1998) state ‘the theoretical basis of the exposure approach is that feared 
objects, are stimuli to which anxiety has become conditioned, and that the conditioned 
fear has failed to extinguish because the patient has developed avoidance and escape 
behaviours which prevent the individual being fully exposed to the feared stimuli. In 
order for fear to extinguish, the patient has to be exposed to the feared stimuli and not 
to escape once exposure has begun.’ (p.6).
Utilising, exposure, feared bodily sensations are invoked, i.e. through interoceptive 
exposure, and eventually after repeated exposure, the individual should demonstrate a 
reduction in anxiety to the conditioned stimulus
A study by Beck and Shipherd (1997) investigated a small sample of panic disordered 
individuals to identify how exposure reduces fear, using interoceptive exposure. A 
primary hypothesis being through habituation. Habituation is defined as ‘the decline in 
responding to a stimulus that is presented repeatedly’ (Beck & Shipherd, 1997, p.551).
However, only half of the group demonstrated habituation. Why, therefore, did 50% 
not habituate? It is suggested that non-habituators ‘appeared to evaluate the resulting 
sensations as more intense’ (Beck & Shipherd, 1997, p.555), which introduces a 
cognitive element, perhaps not addressed by straightforward exposure.
Beck and Shipherd (1997) propose that strength of fearful cognitions, and perception of 
bodily sensation intensity, may contribute to non-habituation. The authors of the study 
suggest that ‘patterns of fearful cognitions and perceptions of stimulus intensity could 
illuminate patterns of habituation and sensitisation in panic disorder patients’ (Beck &
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Shipherd, 1997, p.555), thereby giving a more cognitive bias to panic disorder, not 
addressed by straightforward behavioural intervention.
Furthermore, panic provocation studies eliciting bodily sensations experienced in panic 
attacks, have found that only some of those with panic disorder experience panic. For 
those who did experience a panic attack, various associated cognitive 
misinterpretations, such as belief that death was imminent, were present. (Sanderson & 
Weltzer, 1989 cited in Sanderson and Beck, 1989). Sanderson and Beck (1989), cite 
these results as evidence of ‘the importance of cognition in mediating the emotional 
response (panic) to physiological sensations (e.g. hyperventilation), (p.58l). The 
authors use this as a critique of the behavioural explanation of panic attacks offered by 
Wolpe and Rowan (1989), stating that ‘panic attacks do not appear to be a mere 
conditioned response to a conditioned stimulus (i.e. physiological symptoms), (p.581). 
Indeed, Rachman, Levittt and Lopatka (1987) cited by Sanderson and Beck (1989) 
claim that in 74,6% of panic episodes reported by individuals with panic disorder, 
‘threat relevant’ cognitions were present.
The question is raised, therefore, of the effectiveness of exposure as a behavioural 
treatment?
Another consideration is that efficacy may be related to identification, and stopping of 
safety behaviours. It is possible, that by subtle employment of safety behaviours i.e. 
distraction during exposure, fear reduction may be decreased. Within exposure, 
ongoing engagement in safety behaviours is likely unless they are overt and easily 
preventable. This, in light of research, from a cognitive perspective may be considered a 
weakness of the technique.
Indeed Salvoskis, Clark, Hackmann, Wells and Gelder (1999) claim that individuals 
who had not engaged in safety behaviour during a feared situation, ‘show a significantly 
greater decrease in catastrophic beliefs and anxiety than those who had maintained 
safety-seeking behaviours’ (p.559).
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In conclusion Brewin (1996, cited in Eysenck 1997), provides a cognitive explanation 
for the success of exposure within behavioural therapy. Brewin suggests that exposure 
leads to old fear memories being overwritten by new experience, and claims this helps 
to explain relapse following exposure if the individual enters a situation more closely 
resembling the old fear memory, rather than new (p. 153). This also seems to suggest 
that exposure forms new learned associations, rather than extinguishing previously 
learned associations and potential remains for relapse. Eysenck cites evidence from 
social phobia research comparing CBT and exposure (Hope, Heimberg & Bruch, 1995) 
and suggests that unless interpretative biases are tackled, success is limited. This, 
therefore, appears to be a weakness of exposure in treating panic disorder.
Cognitive Behavioural Techniques For Panic Disorder
‘Cognitive theorists propose that anxiety disorders result from distorted beliefs about 
the dangerousness of certain situations, sensations and or mental events,’ (Clark, 1999 
p.54). There are various cognitive theories, which attempt to explain the aetiology and 
maintenance of panic disorder (e.g. Beck, Emery & Greenberg, 1985; Clark, 1986).
Khawaja and Oei (1998) suggest that, from the cognitive models, two premises are 
apparent. Firstly, individuals diagnosed with panic disorder may develop hypervigilence 
to autonomic arousal interpreted as bodily sensations, and become more attuned to 
these sensations than non-panic disordered individuals (Ehlers, 1995, cited in Khawaja 
and Oei, 1998).
Eysenck’s four-factor theory of anxiety (1997) suggests that within panic disorder there 
is a selective attentional bias, which supports the patient’s misinterpretation of serious 
ill health. Thus, individuals misinterpret the experience and perceived danger is 
overestimated. This is labelled 'catastrophic misinterpretation'.
The second premise is that, as a consequence of this misinterpretation, the individual 
experiences cognitions focused on threat and danger. It is claimed by Khawaja and Oei 
(1998) that the ‘core disturbance in panic disorder (with/without agoraphobia) is due to 
these thoughts’ (p.342).
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Experimental research has been used to test these predictions (Rapee & Limm, 1986; 
Sanderson, Rapee & Barlow, 1989, both cited in Clark and Fairbum, 1999). The results 
showed that less panic attacks occur when individuals were reassured that the bodily 
sensations experienced were normal, or when they incorrectly perceived that they had 
more control of the amount of CO2 they received (the inducing agent). Thus, suggesting 
cognitions play a role in panic disorder.
However, a question which has arisen within cognitive theories in recent years is that if 
the beliefs are inaccurate, why are they not disconfirmed by an absence of the feared 
outcome? (i.e. Clark, 1999)
In response to this paradox, Salvoskis, Clark and Gelder (1996) and Clark (1999), 
propose that panic disordered individuals engage in safety seeking behaviours, which 
include both avoidance and escape behaviours. These are interpreted as preventing a 
feared catastrophe from occurring. Such an example would be that when breathlessness 
occurs during an attack, the individual rests and avoids exercise, confirming the belief 
that a feared outcome was avoided due to engagement in the safety behaviour, a ‘near 
miss,’ and therefore prevents the diconfirmation of misinterpretation. Whereby only the 
feared catastrophic outcome is avoided, neither anxiety nor misinterpretations are 
rectified.
The efficacy of cognitive behavioural treatment has been supported in various research 
studies, (i.e. Beck & Zebb, 1994; Craske & Barlow, 1993; McNally, 1994, cited in 
Beck and Shipherd, 1997). The central premise of the treatment has three identifiable 
components. To address cognitive misinterpretations of panic related sensations; an 
exposure to feared stimuli, both internal and external cues; and arousal decreasing 
techniques such as relaxation training (Hawton et al 1997).
It is recognised that a central part of treatment, employing both behavioural and 
cognitive procedures is to modify cognitive misinterpretations of the bodily sensations 
occurring during a panic attack. Furthermore, the model aims to address the
9
Adult Mental Health Essay
maintaining processes which sustain the misinterpretation (Clark, 1996). To achieve 
these goals, behavioural techniques are employed.
The use of interoceptive exposure, as a behavioural technique, is utilised within the 
approach. The rationale being it is ‘used largely to test the beliefs about the implications 
of the experienced sensations.’ (Hollon & Beck, cited in Bergen and Garfield p.435).
It is claimed that exposure exercises, following cognitive evaluation, serves to challenge 
existing beliefs. Safety seeking behaviours are removed, and disconfirmation is utilised, 
i.e. doing the opposite of the safety behaviour such as rushing around during an invoked 
panic attack. The desired outcome is a reduction in belief of the catastrophic 
misinterpretation through the process of disconfirmation supporting a reduction of 
anxiety.
Treatment success, when incorporating behavioural techniques such as interoceptive 
exposure, has been researched. A review by Beck and Zebb (1994) cited in Beck and 
Shipherd (1997), suggests CBT is more effective in the treatment of panic disorder, if 
there is induced exposure to physical sensations - interoceptive exposure. From this, in 
the light of previous discussion re exposure within BT, it may be deduced that it is not 
that exposure habituates the individual’s fear response, rather it disconfirms previously 
held misinterpretations.
Clark, Salvoskis, H ackm ann, Middleton, Anastasiades and Gelder (1994) claim to 
demonstrate the efficacy of cognitive behavioural therapy (using exposure) in treating 
panic disorder. However Marks, Basssoglu and Noshhirvani (1994) argue that the 
findings may be attributable to non-cogmtive reasons and suggest the success may be 
due to the large behavioural component, exposure within the CBT treatment package. 
They suggest that this is more influential than the cognitive components and, therefore, 
a learning theory explanation is more rational. It may be that within CBT, exposure to ( 
fear stimuli decreases the learned response of fear, rather than disconfimung 
misinterpretations from a cognitive perspective.
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To observe the components separately, in terms of efficacy, a study by Margraf and 
Schneider (1991), cited in Clark and Fairbum (1999) compared CBT, CT alone and 
situational and interoceptive exposure. Results showed all 3 treatments were effective in 
treating panic disorder. In terms of rationale relating to cognitive theory and learning 
theory, ‘panic related cognitions was a significant predictor of immediate improvement 
in all three treatments, suggesting that the cognitive and behavioural procedures both 
have their effects through the common mechanism of cognitive change’ (Margraf & 
Schneider, 1991, citèd in Clark and Fairbum 1999, p. 144-145).
A final comment upon CBT proposed by Wolpe and Rowan (1988), cited in Sanderson 
and Beck (1989), is that if panic is a result of misinterpretations, then correct 
information and education should be suffice as a treatment and behavioural techniques 
not required. Sanderson and Beck (1989) suggest that in fact GPs do this successfully 
with many individuals experiencing panic disorder. In addition, corrective information 
and education is an essential component of CBT. The use of behavioural testing to 
validate the correctness of this interpretation is, therefore, a useful tool and not seen as 
a treatment in itself within the cognitive model.
In conclusion, Eysenck (1997, p. 154) comments that ‘one of the most impressive 
features of CT as applied to panic disorder, according to Rachman (1993), is that it “is 
legitimately deduced from the theory, and the theory itself is gaining some support. This 
cohesiveness of the theory and therapy is an added source of strength.” (p.275)’.
Depression
Most individuals have experienced low mood. However, clinical depression involves 
changes in mood, cognitive functioning and behaviour, which persist over time and have 
a maladaptive effect upon everyday functioning.
Clinical depression has been subdivided within DSM IV (1994) and distinguishes, for 
example, between bipolar and unipolar depressions. For the purposes of this essay 
depression will refer to non-bipolar, non-psychotic depression.
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Behavioural Techniques For Depression (BT)
An operant conditioning approach will be examined in relation to depression. Very 
briefly, operant principles view the relationship between antecedents, the behaviour, the 
consequences and the individual as a contingency relationship. The consequences of the 
behaviour serve to shape its repetition, through positive reinforcement, negative 
reinforcement, punishment or removal of reinforcement. Therefore, behaviours can be 
increased, reduced or extinguished. In summary, behaviour is not viewed as an 
automatic response to stimulus, as in classical conditioning, but behaviour is considered 
to exert an effect upon the environment. Therefore, from this theoretical approach, 
depression is viewed as a ‘consequence of a low rate of response contingent positive 
reinforcement’ (Robinson, Berman & Neimeyer, 1990 p.30).
A traditional operant view of depression is that previously reinforced behaviour has, 
over a period of time, lost reinforcement and, therefore, extinction occurs. The affect 
which accompanies extinction has been described as a conditioned emotional response 
‘depression’ (Ferster, 1973, cited in Hawton et al, 1998)
In addition, fewer positive reinforcements may be elicited due to behaviour change 
following extinction, such as social withdrawal; thereby reducing opportunity for 
reinforcement and thus serving to perpetuate the cycle and maintain the depressive 
state. The depression itself could be described as a ‘behaviour’, which may also elicit 
reinforcement e.g. a concerned partner may unwittingly positively reinforce the 
depression.
The therapeutic rationale underlying treatment is to explore the contingency 
relationships, which are considered to maintain the depression, to identify maladaptive 
behaviours and effect change through new skill acquisition etc. Lewinsohn (1975, cited 
in Hollon and Beck, 1994) maintains that ‘depression will be ameliorated when the rate 
of reinforcement for adaptive behaviour is increased’ (p.391). Treatment comprises of 
behavioural strategies, one being to increase participation in pleasant activities.
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Increasing activity participation was developed by Lewinsohn (1975, cited in Hollon 
and Beck 1994), whereby increasing the opportunity to gain positive reinforcement to 
more adaptive behaviour. The goal being to break the cycle of extinction and ultimately 
reverse the depressive state.
Eysenck (1997) warns of the dangers of judging the efficacy of a treatment by its 
outcome and within this essay caution is executed in evaluation from this perspective.
Hollon and Beck (1994) suggest improvements in depression following the use of 
increased pleasant activity scheduling have been shown. However, they question if 
activity scheduling is actually the reason for such improvement, or whether it is 
attributable to other factors.
Indeed, a common criticism of the approach is that cognitions are not addressed. 
Behaviour may change, i.e. increased activity levels and increased reinforcement may be 
measured, but it is not certain that cognitive change will necessarily follow, or indeed 
that affect will alter. Biglan and Craker (1982) cited in Hollon and Beck (1994) found 
that ‘increase in pleasant activities did not produce improvements in mood, thus 
challenging one of the basic assumptions of Lewinsohn’s theory of depression’ (p.391).
Limited efficacy was obtained during early implementation of this approach (e.g. 
Hammen & Glass 1975, cited in Hawton et al 1998). Hawton et al (1998) suggest that 
although individuals engaged in increased numbers of ‘potentially reinforcing activities, 
they would often negatively evaluate the activities and their own successful 
performance.’ (p. 10). The authors claim that failure of this approach was because 
cognitive factors were involved and not addressed. This, therefore, casts doubt upon 
the underlying rationale for the treatment, where it is emphasised that through changing 
behaviour, depression, can be treated.
Clark and Fairbum (1999) describe the limitation of the BT approach and state that ‘the 
early attempts to treat depression, by rearranging the reinforcement contingencies for 
depressive behaviour, having made scant progress, the door was opened to cognitive
13
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therapy...The cognitive element in depression is large and obvious, and given the lack 
of behavioural success, it became the first target of cognitive therapy. ’ (p. 12).
However, a recent study measuring efficacy of behavioural activation compared to CBT 
in treating depression during acute stages and up to two years post treatment, found 
that behavioural activation was as effective as CBT, with no differences in relapse 
(Gortner, Gollan, Jacobson & Dobson 1998).
Indeed, these findings raise questions relating to the underlying theoretical rationale of 
CBT and BT. It would appear that the delivery of cognitive interventions deemed 
necessary to create change in depression from a CBT stance, was not related to 
‘treatment improvements in the CBT condition’ and behaviour activation was as 
effective alone as when coupled with cognitive interventions. (Gortner et al, 1998, 
p.383). .
The authors of the study, therefore, propose that, due to the relative simplicity of the 
BT approach and its comparative success, this may be ‘the psychosocial treatment that 
offers the cost-effective, prophylactic potential that discontinued pharmocotherapy 
lacks’ (p.383).
At this point, further evaluation will be facilitated by an exploration of CBT.
Cognitive Behavioural Techniques For Depression
Beck’s cognitive model of depression (Beck 1967, 1976) suggests that experience leads 
people to form assumptions or schemata about themselves and the world. These are 
subsequently used to organise perception and to govern and evaluate behaviour.’ 
(Hawton et al, 1998 p. 171). This can be adaptive. However, in depression this 
information processing becomes unhelpful and impairs functioning. Dysfunctional 
assumptions are considered, in this case, to elicit negative automatic thoughts and very 
simply lead to symptoms of depression, which in turn further activate unhelpful 
thoughts.
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The underlying theory in treatment is that modification of cognitive functioning will 
lead to changes in behavioural, emotional and physical symptoms of depression. 
Treatment consists of two components; that of cognitive restructuring and behavioural 
techniques. The latter again, as in panic disorder, aiming to test predictions. Hollon and 
Beck (1994) maintain this approach ‘relies heavily on the process of empirical 
disconfirmation; patients are taught to treat their beliefs as hypotheses that can be tested 
and to gather information and conduct behavioural experiments to test them’ (p.431).
A technique already discussed from a behavioural approach is that of activity 
scheduling. Post event, these activities are rated for mastery, pleasure and cognitions, 
which are associated with mood (Beck, Rush, Shaw & Emery, 1979). In this way, 
therapist and client can collaboratively explore patterns of information processing, and 
distortions, and facilitates connections to be made about the links between thinking 
behaviour and affect. The clients’ interpretations are invaluable as they open a door for 
the therapist and client to explore cognitions and beliefs.
An interesting point at this stage is that ‘there is little difference in the efficacy of BT 
and CBT approaches, ‘in reduction of depression, change of thinking patterns and 
improvement in social performance’ (Hollon & Beck, 1994, p.397). They go on to 
suggest that the ‘effects of behavioural and cognitive programs were “non­
specific”... thus precluding conclusions with respect to the therapeutic processes 
responsible for the improvement.’
Hollon and Beck (1994) suggest that Beck’s cognitive therapy seeks to uncover 
dysfunctional depressogenic cognitions, and working with the individual together to 
consider alternative interpretations to these cognitions by systematic “reality testing.” 
Actually, this particular treatment approach is an amalgam of cognitive and behavioural 
interventions, including behavioural tasks, assignments and assertiveness 
training...Thus, it is questionable whether the positive effects of cognitive therapy 
should be ascribed to the cognitive element of treatment, to the behavioural elements of 
treatments, or to non specific variable.’ (p .397).
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A meta analysis of the efficacy of treatments again found that CBT was as effective as 
other psychological or pharmacological treatments, but that its strength appears to lie in 
reduced relapse rate following treatment cessation (Dobson, 1989, cited by Hollon and 
Beck, 1994). It, therefore, can be hypothesised that cognitive change, utilising 
behavioural experiments, facilitates more lasting change.
However, recent findings from Gortner et al (1998) raise some interesting points. 
Firstly, that comparable efficacy between a BT and CBT approach are found, both 
following treatment and after 2 years in terms of relapse rate. Thus, contradicting the 
findings of Dobson (1989) and showing that CBT has no better success than 
behavioural activation in reducing relapse up to two years after treatment. Cognitive 
theory predicts that long-term effects will be gained through CBT as the modification 
of dysfunctional schema should pay its greatest dividends in relapse prevention.’ 
Gortner at al (1998, p.377). However, relapse rates were comparable between the two 
approaches.
Thus, behavioural activation to validate cognitive dysfunction did not seem to produce 
any better results than behavioural activation alone. Indeed, Gortner et al (1998), 
suggest that their findings are ‘inconsistent with the cogmtive theory of change. 
(p.377). Beck et al (1979) suggests that change in CBT is attributable to the cognitive 
components. However, this was not supported, as individuals faired as well with 
behavioural activation treatment, as cognitive behavioural treatment.
Indeed, a review of studies testing the cognitive theory of depression, based upon 
Beck’s theory, has shown some interesting findings (Haaga, Ernst & Dyck, 1991). They 
state that ‘many aspects of the theory’s descriptive claims about depressive thinking 
have been substantiated empirically...Evidence that depressive thinking is especially 
inaccurate or illogical, however, is weak.’ (p.215). It is possible, therefore, that 
behavioural techniques within this model contribute to efficacy from a learning theory 
perspective. In addition, if there is only weak evidence that depressive thinking is 
especially inaccurate or illogical, the underlying theoretical assumptions upon which
16
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both cognitive and behavioural techniques are used, casts doubt upon their theory 
practice link.
It appears feasible to hypothesise that the theoretical rationale underlying treatment 
from a CBT approach, requires empirical validation, to support the currently practised 
treatment. Equally, more research is required to explain the use of each component 
within the approach, and their role to contribute towards change.
If different approaches do indeed obtain similar efficacies in treating depression this 
does not however, ‘necessarily disprove the causal significance of cognitive changes as 
a mediator of recovery from depression. The possibility remains that all therapies are 
effective because all of them activate the cognitive changes that are the specific target 
of cognitive therapy. Although this argument could be true, it must be recognised that 
proponents of Behaviour therapy could advance a comparable position with equal 
plausibility.’ (Robinson, Berman & Neimeyer, 1990, p.42).
Robinson et al (1990) also comment that change may be due to behavioural changes 
supporting the previous approach. Tn this sense, cognitive or behavioural changes may 
constitute non-specific effects that occur naturally over the course of therapy regardless 
of the whether they are the identified goal of treatment. ’ (p .42).
To conclude, therefore, the implementation of behavioural techniques within both 
approaches, have little evidence to confirm their allegiance to the underlying theoretical 
rationale in achieving their goal within depression. This does not imply, however, one 
or both fail to achieve, simply that research, as yet, appears limited in disentangling the 
processes by which efficacy is achieved within this disorder.
Conclusion
A consistent problem in evaluation is well defined by Eysenck (1997) who states ‘it is 
notoriously dangerous to use therapeutic success as proof of the correctness of the 
theoretical underpinnings of therapy. ’ (p. 154).
17
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It is suffice to say that extensive theory practice links within both panic disorder anxiety 
and depression will continue to build upon efficacies of treatment already developed. It 
has been highlighted within this essay that treatment within BT may, in fac, operate 
upon cognitive processes, and behavioural techniques within CBT may function from a 
learning theory perspective. However, research should continue to disentangle the 
process by which behavioural techniques within both theories effect change, related to 
the approach rationale.
A final thought is that individuals are not passive recipients of therapeutic rationale, but 
may be self selective in extrapolating from therapies either a cognitive or behavioural 
basis for which best to treat their psychopathology, and indeed their acceptance of the 
therapeutic rationale may have an impact upon success. Ongoing research to identify 
the processes by which treatment actually achieves efficacy, is essential. As a 
profession, it is most important that we not only demonstrate evidence-based best 
practice, to both policy makers and consumers, but equally that we develop theory 
practice links, which clearly demonstrate by what processes, efficacy is achieved.
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INTRODUCTION
"Effective communication is essential to our quality of life. It allows us to make 
choices, seek information, make our desires known, engage in interactions and form 
relationships with others." (Chadskey-Rusch, Drasgow, Reinoehl, Halle & Collet- 
Klingenberg, 1993, p. 177).
For people with learning disabilities there are often communication difficulties, one 
reason being because 'the very mechanisms of normal communication have failed to 
develop normally' (Remington 1998, cited in Emerson, Hatton, Bromley and Caine, 
1998, p. 231)
Since the 1970's there has been a tremendous shift in services for people with learning 
disabilities, moving away from a containment, institutional approach, to an approach 
'driven by rights to self-determination and rights to an ordinary life in ordinary 
community settings', (i.e. Kings Fund, 1980, cited in Van der Gaag and Dormandy, 
1993).
O'Brien (1987) advocated that services for learning disabled people should be directed 
to support their rights to community living and the right to be valued by society as 
individuals not as the 'handicapped'. He set out 'five accomplishments'; community 
presence, autonomy of action, respect from others, competence to perform valued 
activities and participation in community life. Without effective communication skills, 
however, such goals would be hard to achieve (Remington, 1998).
Therefore, for people with communication difficulties the 'onus is often on 
practitioners, carers and advocates to represent the wishes and interests of individuals' 
(Grove, Running, Porter & Oisson, 1999, p 190). Grove et al (1999) state that for such 
people, they are likely to experience dependence on 'the interpretations of others to 
make themselves understood' (p 190).
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This essay will be concerned with the expectations of others, of the communicative 
abilities of people with learning disabilities (otherwise called Intellectual Difficulties, 
Mental Retardation) hereon referred to as LD, and their impact, and how a clinical 
psychologist, hereon referred to as CP, may work with these issues.
Initially, this essay will begin with a definition of LD, and follow with a historical 
overview of language development theories and their relevance to the communicative 
abilities of people with LD. Others’ expectations of the communicative abilities of this 
client group will be explored, followed by their impact. Finally, how a CP may work 
with these issues, this being interpreted for the purposes of this essay, as interventions 
a CP may offer, according to service level and agency, rather than a detailed 
description of specific techniques, i.e. ecological analysis, or augmentative 
interventions. In consideration of the word constraint of this essay, communication 
within Autism will not be explored. Nor will expectations, which impact positively for 
the client, as it is assumed for the purposes of this essay, that a CP would not be 
involved in these situations.
Definition
Classification of LD has varied across time (Wright & Digby, 1996) and location 
(Femald, 1995). The term 'learning disability' is a social construction and the 
classification system selected will determine who is defined as having a learning 
disability'. Hatton (1998 cited in Emerson et al 1998) suggests the definition and 
classification system of the American Association on Mental Retardation (AAMR,
1992) is 'the leading edge of current thinking in this area, (p 23).
AAMR 1992 Definition of Mental Retardation'
Mental Retardation refers to substantial limitations in present functioning. It is 
characterised by significantly subaverage intellectual functioning, existing concurrently 
with related limitations in two or more of the following adaptive skill areas:
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Adaptive Skill Areas
Communication 
Self Care 
Home living 
Social Skills 
Community Use 
Self-direction 
Health and safety 
Functional academics 
Leisure 
Work
Mental Retardation manifests before the age of 18.
It does, however, omit to define levels of disability on the grounds of standardised IQ 
scores, despite their usage being widely employed by professionals. A classificatory 
system widely used to define such levels is the International Classification of Diseases
(ICD).
Level of intellectual disability (ICD - 10 classification)
IQ
Mild 50-70
Moderate 35-49
Severe 20-34
Profound < 2 0
Studies measuring the prevalence of LD have reported a wide range of results, (i.e. 
McLaren & Bryson 1987). Recently Hatton (1998) claimed that 3% of the population 
would be expected to score below 70 on a standardised IQ test. McLaren s and 
Bryson's (1987) review of epidemiological studies of LD claims that the prevalence of 
severe and mild LD is generally 3-4 per 1000 of the population.
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As previously stated many people with LD experience communication difficulties. 
Regional surveys have shown as many as 78% of the LD population having 
communication problems. (Parker & Liddle 1987, cited in Van Der Gaag Dormandy
1993).
Leudar (1989) reports that problems may occur in all aspects of the communication 
process, and include, language skills (i.e. the ability to produce grammatical sentences 
and use them to represent actual or imagined states of the world). Secondly, pragmatic 
design (i.e. the production of utterances which are both textually appropriate in 
discourse and effective in fulfilling speaker's aims). Thirdly, socio-emotional function 
(i.e. self presentation and maintenance or transformation of social structure in 
communication).
It is, at this point, necessary to briefly consider some important distinctions between 
language and communication. Language involves the ability to transmit and receive 
messages via the medium of a shared symbolic code'. (Hatton, 1998, cited in Emerson 
1998 p 232). This code is usually speech, but both sign and symbol systems are forms 
of language and involve expressive and receptive skills.
Communication has been defined as no more than social influence' and can be defined 
as either intentional or non-intentional. Learning theory explains non-intentional 
communication as reflexive, i.e. a person cries out when hurt. The sound is simply a 
reflexive response to a painful stimulus. If it results in no response from others and fails 
to affect the possibility of further communication, it is said to be non-intentional.
Intentional communication in comparison is operant in nature, where for example 
gesturing to a biscuit, reliably results in the biscuit being given. Remington (1998) 
states that 'the distinction between non-intentional and intentional communication 
depends on the consequences of the communication not its form', (p 8).
McLean, Brady and McLean (1996, cited in Emerson et al 1998) surveyed 
communicative function within a learning disability population. Caregivers reported
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59% of their clients had limited symbolic function, 19% demonstrated non-symbolic 
communicative intent, (i.e. gesturing) and 21% demonstrated no evidence of 
intentional communication. Such communicative impairments will undoubtedly create 
difficulties for individuals to participate actively and with autonomy within their every 
day lives.
Language Development
Within the LD population there is great variability in communication and language 
deficits experienced by individuals, and across all classifications i.e. from mild to 
severe. However, in general, research has shown that children with LD experience a 
later onset of language, slower development and a lower final level of attainment, 
however (Rosenburg, 1982, cited in Maclean, 1997).
In addition, it is possible to identify specific language/communication deficits 
associated with specific aetiologies, due to genetic differences. Such an example is that 
of children with Down syndrome. They tend to have weaknesses in expressive 
language skills and grammar, and in comparison show strengths in receptive language 
skills, pragmatics and vocabulary (Warren & Yoder, 1997, cited in Maclean, 1997).
It is not an aim within the confines of this essay to explore typical and atypical 
language and communication development in detail, but to present a historical account 
of research developments and links to communication deficits in LD.
In the 1960's investigation commenced into the relation between language and LD and 
towards effective intervention aimed at prevention and remediation. (Warren & Yoder, 
1997) Throughout the 1960's and 1970's 'investigators however were polarised and (to 
some extent paralysed) by the great nature nurture debate upon theories of language 
development (Warren & Yoder, 1997, cited in Maclean, 1997). Skinner, (1957, cited in 
MacLean, 1997) explained language acquisition as result of learning theory. Chomsky 
(1965), in contrast, claimed that language development resulted from an innate 
language acquisition device which is capable of picking out the local rules of human 
languages.... and mapping them onto a more profound and invariant 'universal
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grammar', knowledge of which is inborn'. Hatton (1998, cited in Emerson, 1998 p 
233).
Following on from these divergent theories, however, common ground was found, 
resulting from a heightened interest in pragmatics (language use in social contexts) and 
awareness that language is only one form of communication (i.e. Bates, 1976, cited in 
Ellis, 1997).
Researchers began to highlight the importance of social interaction in 
language/communication development. Warren and Yoder (1997, cited in Ellis 1997) 
claim that progress has been made during the past two decades towards understanding 
both typical and atypical language development, and can be applied to children with 
LD and communication/language impairment (Coupe & Goldbart, 1988, cited in 
Couchman 1995) to facilitate development of skills and intervention.
A highly relevant theory to communication development in LD is that of social 
interactionism (i.e. Moerk, 1990). Within this model, early learning is seen to take 
place within the context of a dynamic social environment (Moerk, 1990), and describes 
language acquisition as a form of skill learning, with the precursors of communication 
being shaped prior to the development of language. This theory explaining the 
development of intentionality via the caregiver initiative in responding to the infant's 
reflexive acts, interpreting them to suggest they had communicative significance. 
Infants are recognised as moving through several stages, from initially purely reflexive 
behaviour, to anticipatory communication and finally arriving at intentional 
communication.
Coupe and Goldbart (1988) state that 'research on normal language development 
...may be appropriate to adults with communication impairment (Couchman, 1995, p 
11). Findings on infant-parent interaction (i.e. Schaffen, 1984) offers ideas to enhance 
acquisition of prespeech communication skills for adults with severe communication 
impairments, and responses by caregivers to adults with severe and profound LD,
29
People with Learning Disabilities Essay
appears to contribute 'to an individual's evolving conscious awareness of intentions 
(Grove et al, 1999, p 197).
Expectations of Communicative Abilities
A communication partnership involves two people, and has been described as a 
collaborative interaction (Bartlett, 1997). Within the field of LD there is an emphasis 
upon the importance of 'carer responsiveness' (Bartlett, 1997, p 148) to ensure the 
development, maintenance and progression of communicative skills for the impaired 
individual.
Purcell, Morris and McConkey (1999) claim that staffs perceptions 'of their client's 
competence....will effect., their interactions' (p 17). They suggest that if the 
expectation of the communicative partner is 'inaccurate or incomplete they may fail to 
make the necessary adjustments to the way they communicate so as to maximise their 
partner’s ability to contribute to the dialogue' (p 17). People with limited 
communication skills are therefore dependent upon the perception and inferences of 
others, when involved in a communicative act (Grove et al, 1999).
Indeed, the most effective communicative environment for impaired communicators 
should 'match the underlying competencies of the individual, such that the 
communicative output of significant others is understood and an appropriate response 
follows' (Bartlett, 1997, p 150).
Bartlett (1997) identified a mismatch in communication between staff and clients. Staff 
used language, which was beyond the receptive skills of the clients. She attributed this 
to staff over-estimating the clients communication skills and, therefore, holding 
unrealistic expectations of the communicative interaction. Indeed, Purcell et al (1999) 
reported that staff over-estimated the clients abilities to understand verbal language and 
had difficulties identifying non-verbal signs, and the function of the communicative act.
These findings call into question caregivers reports in the study by MacLean (1996) 
discussed previously. Caregivers claimed that 21% of all clients had no intentional
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communicative skills. It is possible that clients were indeed initiating non-verbal 
communication, but these were not recogmsed by caregivers.
Following the closure of large residential institutions, surveys of staff skills have 
highlighted an increase in the number of carers who now work with limited specialist 
skills (Van Der Gaag & Dormandy, 1993). These authors suggest that lack of skill and 
limited training in communication skills facilitation, 'may lead staff to make 
inappropriate judgements about their client's communicative ability, such that 
competencies may be either over-estimated or under-estimated' (Van Der Gaag. et al, 
1993, cited in Bartlett, 1997, p 148).
This claim is supported by a survey of carers’ attitudes towards the communication 
needs of adults with LD (Hodgkinson, 1998). Carers within the survey reported that 
'they often relied heavily on assumptions about communication abilities, both over and 
under estimating skills and situations' (p 6). They too reported 'low levels of knowledge 
about relatively common disabilities such as Down's syndrome (p 5) and, therefore, 
had limited awareness of the reported communicative strengths and weaknesses in 
expressive and receptive language, possibly demonstrated by these clients.
r
Landesman (1988, cited in Janicki et al, 1988) reported a lack of importance placed by 
staff, upon the value of social interaction between staff and client. It was reported that 
only 10-15% of staff time was spent engaging with clients in social interaction and that 
staff and management expectations were centred upon directive interaction and 
measurable goal attainment rather than providing socially interactive environments for
clients (Landesman, 1988, cited in Janicki et al, 1988).
Furthermore, differences in the interactions between staff and clients have been 
reported (Kenefick, 1986). It was claimed that when staff interacted with colleagues, 
their conversational content consisted predominantly of declaratives (i.e. exchange of 
information about personal happenings). In comparison, about 70% of speech between 
staff and clients consisted of directives (i.e. to cany out tasks). It would appear that
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care staff had an expectation not to engage within social interaction or higher order 
communication with LD clients, although the reasons for which are not certain.
These findings, when considered in the light of Beveridge's (1980) research, that over 
50% of communication initiations are not responded to by staff, suggest that although 
there is a move towards empowerment, and the rights of the person with LD to live an 
ordinary life, they continue to experience active discrimination within their social 
interactions with care givers. A lack of training and qualifications in caregivers calls 
into question the expectations of services, to provide caregivers with skills to provide 
appropriate communicative environments.
It is possible to surmise that some caregivers and service providers expectations of 
service delivery, continue to centre on the provision of a containment, discriminative 
service for clients, and not the expectation to interact in a way which meets the needs
and the rights of the individuals as a valued communicative partner.
Following the move to the community and the implementation of principles of Social 
Role Valorisation (Wolfensberger, 1983), researchers have highlighted common 
misconceptions by staff regarding 'normalisation'. Bartlett (1997) claims one may be 
the 'normalising of communication acts to adults with LD, even though it may involve 
an overestimation of their skills' (pi49-150).
Bartlett (1997) describes this over-estimation, resulting from a desire by staff to 
communicate in an 'age appropriate' way, and suggests this may lead to high 
expectations and unrealistic opportunities being offered to the individual. Bartlett 
(1997) claims this may result in failure of the communicative act and may, therefore, 
lead to negative or restricted experiences, as shown below:
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LD and communication impairment
Philosophy of normalisation and belief 
of the ordinary life
High expectations
More restricted communication skill 
use
Unrealistic opportunities
/
Negative or Diminishes 
experiences
Language has been reported to be the most important factor in determining whether 
others perceive an individual as being LD (Leudar, 1997, cited in Beveridge et al, 
(1997). Keman and Sabsay (1989, cited in Beveridge et al, 1997) suggest there are 
two aspects upon which people's communicative behaviour is judged. Firstly, according 
to whether speech is considered socially appropriate and secondly, upon how 
intelligible speech is, and its relevance to the conversation.
Sabsay and Platt (1984, cited in Beveridge et al, 1997) argue that people with LD often 
construct their messages less effectively than they are capable of doing, in an attempt 
to present a positive image of competence, often termed, 'cloak of competence’ 
(Edgerton, 1967, cited in Beveridge et al, 1997). Leudar (1989) suggests the purpose 
of such attempts is to try and remediate labelling and stigmatisation, which has been
attached to the label of LD.
33
People with Learning Disabilities Essay
The attempt to create a cloak of competence can elicit various responses from the 
listener. It could be argued that these responses are dependent upon the listeners 
expectations of the interaction. Turner, Keman and Gelphman, (1984, cited m 
Beveridge et al, 1997) suggest that some listeners may enter into a 'benevolent 
conspiracy’, whereby they do not reveal to the individual their awareness of their 
incompetencies, aiming to protect the person's self-esteem. Others may not enter into a 
conspiracy to assist the individual’s attempts to hide their incompetencies, which may 
impact upon the person's willingness to enter into communicative interactions in the
future.
It has been reported that LD persons communicative attempts are perceived differently 
than non-LD individuals. Leudar (1989) reported that when persons with LD make 
obviously 'true' statements, which are indisputable, they were perceived by others to 
still require validation. This is suggestive that the expectation of others is a lack of 
belief in the communication imparted by a person with LD, until its accuracy is
confirmed.
Furthermore, the expectations of services such as the police and the legal system, for 
persons with LD require exploring. There is a growing body of evidence to suggest 
that a large proportion of suspects arrested by the police have an LD (Gudjonsson, 
1993, cited in Clare and Gudjonsson, 1995). Alarmingly, through the review of 
miscarriages of justice, it has been found that persons with LD are 'seriously 
disadvantaged’ when interviewed by the police, and may make ’false confessions 
(Gudjonsson, 1992a, cited in Clare and Gudjonsson, 1995, p i l l ) .
Research findings have highlighted areas of disadvantage for this population. Firstly, a 
demonstration of an impaired understanding of the caution and legal rights 
(Gudjonsson, Clare and Cross, 1992, cited in Clare et al, 1995) and secondly, the 
susceptibility of LD individuals to acquiescence, suggestibility, compliance and 
confabulation Gudjonsson (1992a cited in Clare et al, 1995). This vulnerability has 
been recognised and reflected within the Police and Criminal Evidence Act 1984
34
People with Learning Disabilities Essay
(England and Wales), PACE, and states, for example, that LD suspects must be 
accompanied within an interview by an 'Appropriate Adult.
A discussion of these findings is beyond the scope or aim of this essay. However, what 
is of relevance is the claim that even when individuals were recognised as being LD, the 
police continued to employ ’hazardous questions", such as leading questions, or 
upgrading of the suspects answers (Cahill, 1988 cited in Bull and Carson, 1995). Cahill 
(1988) reports that the police held unrealistic expectations of the abilities of LD 
interviewees, and demonstrated limited understanding, for example that some may 
acquiesce, despite uncertainty in their recall of the event.
It has been claimed that people with communicative impairments are more vulnerable 
to the risk of abuse (i.e. Endicott, 1992, cited in Bull and Carson, 1995). Coles (1990) 
claimed that 'investigating cases of sexual abuse of persons with disabilities is extremely 
difficult' (p.3 5), yet 'disabled persons have the right to be protected, and they have the 
rights to live a life free of sexual abuse' (p. 43, cited in Bull and Carson, 1995).
Bull (1995, cited in Bull and Carson, 1995) argues that there is a commonly held belief 
amongst others that persons with LD make unreliable witnesses. This suggests that 
there is an expectation amongst professionals (i.e. the police and the legal profession) 
that prosecution would be unlikely and, therefore, appears to reinforce the vulnerability 
of the victim and the protection of the perpetrator from being charged.
In addition Perlman et al (1994, cited in Bull and Carson, 1995) argues that 
'perpetrators perceive them less able to report abuse' (p 258), which suggests that 
perpetrators hold an expectation that their LD victims are less likely to report abuse or
to be believed.
The Impact of Others Expectations
Recognition that a person is communicating, whether through verbal or non-verbal 
communication is an important source of dignity and respect for the individual (Grove 
et al, 1999). However, Landesman (1988, cited in Janicki, 1988) reported that only
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10-15% of staff time was spent communicating with clients. Research by Beveridge et 
al (1980) suggests that staff do not respond to over 50% of communication initiations 
by people with LD. This considered alongside the findings of Purcell et al (1999), 
which claims that staff demonstrated difficulties identifying non-verbal signs and the 
function of the communication, suggests for many LD people, communicative 
interaction, is denied, ignored, not recognised or misunderstood.
The impact of such responses by caregivers contributes to a life of passivity and 
control, whereby diminishing the individuals quality of life and rights. Bemey (1997) 
argues that 'low self-esteem, learned compliance, social isolation, loneliness and senses 
of being repressed (cited in T h o m a s - B a w a ,  2000, unpublished p. 2) result from 
difficulties in making themselves understood. The negative response of carers can only 
serve to worsen these consequences. In addition, inadequate social interaction by 
caregivers has been described by Landesman (1988, cited in Janicki, 1988) as 
contributing to the recreation of institutionalisation within the commumty. Where 
institutionalisation is defined as 'suboptimal, routinized and depersonalized care' (p
115).
Service Huions should aspire to create a 'culture which will support clients m living 
quality lifestyles’ (Emerson et al, 1994, cited in Emerson et al, 1994, p 227). However, 
where there are poor formal structures to support the implementation of the service 
ideology, Emerson et al (1994) argues that personal beliefs and expectations of staff 
override. The impact of this will provide 'fertile ground ...for the growth of informal 
staff cultures that may either subvert or impede the attainment of service aims.
(Emerson, 1994, p 228).
Durand and Crimmings (1987, cited in Emerson et al, 1994) claim that challenging 
behaviour (CB) 'may be correlated with an absence of social contact or materials with 
which to interact.' (p 232-233). CB being defined as 'Behaviour of such an intensity, 
frequency or duration that the physical safety of the person or others is likely to be 
placed in serious jeopardy or behaviour which is likely to seriously limit or delay access 
to and use of ordinary community facilities' (Emerson et al, 1987).
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CB is understood as functional. A way in which an individual can gain control of the 
environment, where the individual lacks other effective ways to control the 
environment or communicate their needs (McGill et al, cited in Emerson et al, 1994).
Common functions of CB have been identified (O'Neill et al, 1990, cited in Emerson et 
al, 1994):-
.  increased social contact (behaviour appears to obtain social contact from i.e. staff)
• Escape avoidance of aversive situations (assists the person to escape from others 
demands)
•  A djustm ents of levels of sensory stimulation (i.e. self-injurious behaviour as a result 
of barren or un-stimulating environments).
• To increase access to preferred objects or activities (tangible reinforcement).
These highlight the impact of suboptimal social contact for example, and m turn CB 
often increases 'the reinforcing value of i.e. low levels of social contact and may, 
therefore, establish attention as an effective reinforcer' for further CB (McGill et al, 
1994, cited in Emerson et al, 1994,p 235).
The impact of limited knowledge of non-verbal communication (Purcell et al, 1999) 
and general unresponsiveness of staff to clients communicative initiations (Bevendge,
1997), therefore, impact in such a negative way as to elict CB.
Research has shown that CB can elicit a range of emotions within caregivers, ranging 
from disgust, anger and fear (McGill et al, cited in Emerson et al, 1994). Such 
emotions can elicit responses from caregivers to the client ranging from avoidance, 
withdrawal and even abuse (McGill et al, cited in Emerson et al, 1994). Thus, serving 
to reduce the opportunities for valued and responsive communicative interaction with 
the individual, and reinforcing the likelihood of further CB, unless appropriate analysis 
and intervention is implemented and staff training, and support to deliver these, are
provided.
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It has been argued that The Vicious Circle of Overestimation, previously discussed 
(Bartlett, 1997), results from staffs unrealistically high expectations of individuals 
communicative abilities, and can impact in a negative way. Indeed, failure within 
communicative attempts and social experiences may result and lead to negative or 
reduced experiences, thus culminating in reduced opportunities for future 
communicative interaction. The effect of this is 'poor self-esteem and isolation...and 
their exclusion from communication partnerships'. (Bartlett, 1997, pl50).
Hodgkinson (1998), however, found staff to be aware of their limited knowledge of 
communicative deficits of individual clients and reported they felt 'hungry for 
information and knowledge'. They presented an impression of feeling de-skilled and a 
sense of powerlessness to bring about change for the clients and there was a clear 
request for training.
The move towards normalisation continues to be limited for many people with LD. 
Dependence upon caregivers, as a result of impairment, limits choice and serves to 
maintain their role as a 'professional client', furthering social isolation and autonomy 
(Thomas-Bawa, 2000, unpublished). In addition, this can lead to a 'poor sense of self 
which arises from the knowledge of belonging to a stigmatised group (Szivos-Bach,
1993, p 218).
Stigmatisation attached to the label LD, contributes to some individuals developing the 
'cloak of competence’ (Edgerton, 1967) and the attempt to 'pass'as 'normal' (Goffinan, 
1963), and can lead to further alienation. The impact of others responses can have 
negative consequences. The pretence of understanding what the individual is trying to 
communicate can serve to challenge the speaker, as it implies that what they are trying 
to impart has little value. However, if the listener tries to question and elicit the 
message, this too can lead to negative consequences with either one or both 
communicative partners giving up. (Thomas-Bawa, 2000, unpublished).
Furthermore, Leudar (1989) reported that when persons with LD make obviously 'true' 
statements, which are indisputable, they are often perceived by others to still require
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validation. The need for validation violates the social rule of maintaining 'positive face, 
serving to undermine self-esteem and social status.
The vulnerability of police suspects and witnesses with a LD has been discussed, m 
terms of their impaired understanding, susceptibility to acquiescence, suggestibility, 
compliance and confabulation (Clare et al, 1995). Lack of realistic expectations of 
interviewing police officers and the legal system despite government guidelines 
(PACE) and training, continues to impact upon the lives of such individuals (Bull and 
Carson 1995). As reported by Irving and McKenzie (1993, cited in Bull and Carson 
1995), a senior police instructor reported, 'even though I’ve been teaching this stuff 
since before PACE came out, I still don't know the difference between mental handicap
and mental illness1, (p 248).
The impact of lack of knowledge and unrealistic expectations of professionals within 
this field increase the likelihood of a person with LD being vulnerable to miscarriages 
of justice and abuse, considered as unreliable witnesses, and being disbelieved when
reporting abuse (Bull and Carson, 1995). .
TTrtw r i in ir a l  P s w h n ln p is ts  (CPI May Work With These Issues 
The role of the CP to address the impacts of others expectations requires intervention 
for both communication partners, caregivers and individuals with LD, and service 
providers. Therefore, it can be seen that the CP will be required to work at different 
levels of service provision and with other agencies, i.e. the legal profession.
Research has shown that early intervention is of fimdamental importance in facilitating 
the actualisation of an individuals optimal communicative potential in a LD population 
(Remington, 1998). Therefore, an important role of the CP is the promotion of early 
communication intervention for children and adults with LD, as a proactive 
intervention. Increasing communication skills may serve to limit the amount of 
dependence upon caregivers and therefore, the effects of others expectations. Indeed, 
Remington (1998) suggests that early intervention aims to increase the social control 
that can be achieved through communication. The CP may work with education
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providers, families, and caregivers to support implementation of these interventions, 
through role modelling and training, and at the level of service design and management 
to ensure care provision anticipates the needs of clients and to support staff training to 
implement such care.
The impact of impaired communication related to poor self-esteem has been explored. 
Communication skills training for individuals is, therefore, of importance firstly to 
actualise potentials, secondly to increase a sense of control within ones life and thirdly, 
to promote positive self-esteem.
The dependence upon caregivers by clients with an LD with communicative 
impairments has been explored and the impact of over and under expectations of their 
abilities (i.e. Bartlett, 1997). Therefore, a central role of CPs will be to inform and 
deliver staff training in practical strategies and techniques to facilitate communicative 
exchanges between caregivers and individuals with LD (Bartlett, 1997). An aim being 
to 'assist staff to adjust their style of communication in order to enhance the 
communicative competence of the individual’ (McDonald and Gilette, 1986, cited in
Purcell et al, 1999, p 23).
Remington (Tizard, review Vol. 2 issue 4), argues that successful communication 
interventions are 'truly multidisciplinary.... The successful application and evaluation of 
these methods depend on continued co-operation between speech therapists, chnical 
psychologists, care staff, teachers and managers. These are the people whose 
responsibility if is to structure the living environments of people with LD in such a way 
as to create the positive interactions on which successful communication intervention
rely' (p 12).
McBrien and Candy (1998, cited in Emerson, 1998) argue that much of the work as a 
CP within the field of LD is spent working as part of a multidisciplinary team, in 
negotiation with third parties. The CP is seen as 'an authority, rather than in authority, 
using persuasion rather than coercion'. (McBrien and Candy, 1998, in Emerson, 1998, 
p 267). CPs, like clients with LD, are often dependent upon the caregivers and service
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providers to implement the interventions proposed by the CP. This ts an important 
consideration for the CP when deciding how best to work with clients.
The Mansell Report (Department of Health, 1993) claims one contributing factor to 
CB in individuals with LD is 'lack of understanding of the meaning of non-verbal 
behaviours by carers'. Other factors include low levels of social interaction. The role of 
the CP may involve ecological analysis, aiming to determine the communicative 
function of the behaviour within the environmental context of its occurrence. Following 
analysis, the CP may support the development of effective strategies with service 
providers and caregivers, aiming to provide supportive environments which reduce the 
likelihood of CB. Where such environments are 'characterised by the opposites of what 
are found in challenging environments: (McGill and Tbogood, 1994)
* Support and assistance instead of demand and control,
• High levels of social contact, mainly contingent on adaptive behaviour
• Meaningful activities instead of a lack of stimulation,
# Materials and activities which are readily and predictably available.' (p23 5)
An important role of the CP is that of conducting research to further knowledge and 
understanding For example, a need for further research into the legal context and LD 
has been highlighted by Bull and Carson (1995). An important role of the CP currently, 
is to work closely with professionals from legal contexts to ensure the rights and best 
interests of individuals with LD within this context are met, when considering 
communicative impairment, LD and expectations of others, which are often 
misinformed (i e Bull and Carson, 1995). Of equal importance is the provision of 
training  on the communicative and cognitive impairments of LD individuals and how 
these should be accommodated within a legal framework.
There is recognition of the continuing stigmatisation associated with the label of LD. 
An important role of the CP is to facilitate caregivers and clients to achieve the 
principles of SRV and continue to promote the rights of people with LD to lead a 
valued and valuable life within the community.
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Conclusion
In summary, it has been highlighted within this essay that people with LD may lead 
very dependent lives and often due to communicative impairments are unable to 
express their wishes and needs, likes and dislikes (Holland, 1997, cited in Emerson,
1998). Indeed, the move to community living has highlighted that institutionalisation is 
not solely dependent upon the structural features of care, i.e. location or size of 
buildings. Instead, aspects of care such as styles of social interaction between care staff 
and clients, continue to recreate the negative aspects of institutional care, within 
community living, albeit in many instances unwittingly, due to the expectations of 
others on the communicative abilities of individuals with LD, and serve to impact upon 
their lives in a number of ways as highlighted.
The expectations of others and their impacts serves to highlight the need for early 
communication intervention to assist the empowerment of individuals with LD. Staff 
training has been shown to be a requirement to ensure quality communicative
interactions occur.
The role of the CP in assisting these requirements has been discussed, ultimately aiming 
to ensure that the rights of persons with LD are supported and achieved.
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Child abuse is a highly complex issue and is not easily defined or measured. Cultural,
social and political issues compound definitions, and as a socially defined construct, 
child abuse is not an absolute unchanging phenomenon. The term child abuse covers 
different forms of maltreatment (Frude, 1990) and, in England and Wales, four 
categories are distinguished by the Home Office (1991); physical injury; neglect; sexual 
abuse and emotional abuse. Knutson (1995) identifies two additional categories, 
bullying and educational neglect.
This essay will focus on child physical abuse (hereon referred to as CPA), defined as 
'actual or likely physical injury to a child, or failure to prevent physical injury (or 
suffering) to a child, including deliberate poisoning, suffocating and Munchausen's 
syndrome by proxy' in the 1991 guidelines of the Childrens Act (Home Office 1991, p.
48).
Numerous theories have been proposed to explain child abuse. A comprehensive 
survey by Tzeng, Jackson and Karlson (1991) described 25 different theoretical 
approaches to CPA alone and demonstrated that the aetiology of child abuse has been 
derived from a broad base of theoretical perspectives. The various perspectives analyse 
the problem at different levels, and from differing stand points. For example, some have 
placed a focus upon the instinctive and psychological qualities of abusers, others have 
focused upon the dynamics of the interaction between abuser, child and interpersonal 
relationships, whilst others focus upon the social and political conditions contributing 
to the existence of child abuse. Corby (1995) suggests that historically there has been 
'disagreement between adherents of different approaches' (p. 83), with a move more 
recently towards the development of integrative approaches (i.e. Belsky, 1980).
Within this essay, incidence and prevalence rates of CPA will be cited. An exploration 
of three psychological theories of CPA; attachment theory; social learning theory and 
cognitive behavioural theory will be explored and, for each, their contribution to 
clinical practice will be discussed. Limited selection of theories was influenced by word 
constraint. A decision to review essentially single-focus theories was made, as the more
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recent multi-focus theories have brought together many of the factors highlighted with 
single-focus approaches (i.e. Belsky, 1980, 1993).
Incidence and Prevalence of CPA
The incidence and prevalence of CPA within the United Kingdom (UK) is not well 
documented (Stevenson, 1999). A UK survey by Silverman, Reinherz and Giaconia 
(1996) report prevalence estimates of CPA of 5.3% for males and 6.4% for females. 
However, it is suggested that 'an unknown amount of abuse is thought not to be 
identified or reported' (Hallett, 1995, cited in Kingstone and Penhale, 1995, p.37), 
suggesting that prevalence and incidence rates of CPA continue to be underestimated. 
Creighton (1984, cited in Browne, 1989) reports that the majority of children suffering 
physical abuse are under five years, and those below one year are at the greatest risk.
Attachment Theory
Attachment theory originates from the psychoanalytical tradition. Early attachment 
relationships between child and caregiver are described as a prototype of later 
relationships (Crittenden & Ainsworth, 1989). Furthermore, it has been argued that 
attachment theory explains the occurrence of CPA, and provides an explanation of the 
transgenerational transmission of abuse (Fonagy, 1998).
Attachment theorists claim that within the early years of life, an infant needs to make a 
strong attachment with primary caregivers to ensure survival. Bowlby (1980) claims 
that children develop cognitive and affective representations (internal working models) 
of their early attachment experiences with primary caregivers.
Crittenden and Ainsworth (1989) argue that repeated interactions, which are 
consistently rewarding between infant and mother lead to high self-esteem and the 
capacity to trust. Interactions from the mother which are non-responsive, rejecting or 
inconsistent have been reported to lead to 'anxiety, insecurity, lack of self worth and an 
inability to relate to others' (Corby, 1995, p.88). Securely attached children are 
described as more socially integrated, empathie to distress (Kestenbaum, Farber & 
Sroufe, 1989, cited in Fonagy, 1998) and capable in adulthood of developing deeper
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relationships (Sroufe, Egeland & Kreutzer, 1990, cited in Fonagy, 1998). Zennah 
(1996) claims that 60% of children are securely attached.
The investigation of internal working models was initially assessed in the context of 
infants’ relationships with mothers, and was derived from observation of an infant's 
behaviour during separation-reunion procedures (Ainsworth, Blehar, Walters & Wall, 
1978). More recently, assessments have been developed to classify older children's 
internal working models of attachment (Main, Kaplan & Cassidy, 1985, cited in 
Fonagy, 1998) and adult’s representations of their early attachment experiences with 
parents (Main, 1991, cited in Fonagy, 1998).
Ainsworth et al (1978) identified three classifications of attachment behaviour. 
However, more recent research has identified atypical attachment patterns, which do 
not fit neatly into Ainsworth's classification system (Main & Solomon, 1986, cited in 
Fonagy, 1998), avoidant-ambivalent attachments (Crittenden, 1988) and 
disorganised/disoriented attachments (Main & Solomon, 1986).
Fonagy et al (1994) have explored the development of internal working models. They 
argue that this is achieved through the care givers inference of the feelings and needs of 
the child; and the accurate response to these inferred interpretations. This promotes 
successful development of the internal working models of relationships. Fonagy et al
(1994) argue that parents of children with disorganised/disoriented attachment styles 
lack the ability to infer the child's feelings and needs, and attribute inaccurate intentions 
to children's behaviours and psychological states. As a consequence, it has been argued 
that frustration and aggression may result and CPA committed. In response, it is 
claimed that a child may develop psychological defences, leading to avoidance and 
where there is abuse, disorganisation.
Bowlby (1980) argues that children with insecure attachments, developed as a 
consequence of abuse, learn to suppress natural attachment behaviours when 
distressed, thus protecting themselves from eliciting hostile behaviour and/or rejection. 
However, Bowlby argues that the child remains within the vicinity of the mother, so
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that should danger occur the mother will protect him/her, classified as ambivalent 
attachment.
High levels of insecure attachments have been identified within a population of 
maltreated children (i.e. Crittenden, 1988), with over 80% of maltreated displaying 
disorganised/disoriented attachments (Main & Hesse, 1990, cited in Fonagy, 1998).
There is considerable evidence, which demonstrates a linkage between a self-reported 
history of CPA and the repetition of such abuse to future offspring (i.e. Egeland et al, 
1987, cited in Belsky, 1993). It is reported that more than 30% of abused parents go 
on to perpetrate abuse (Kaufman & Zigler, 1987, cited in Belsky, 199j ).
Fonagy (1998) considered the role of reflective functioning, this being defined as 'the 
understanding of one's own as well as others' behaviour in mental state terms' (p.8), in 
relation to transgenerational abuse. He considers that those caregivers capable of 
reflective function are more likely to have children with secure attachments, even if 
their own childhood experiences are considered adverse, and not leading to 
transgenerational cycles of abuse. In addition, a child is enabled to develop reflective 
functioning if securely attached and it is claimed by Fonagy (1998, p.23) that the 
'securely attached child perceives in the caregiver's reflective stance an image of himself 
as desiring and believing'.
In addition, protective factors have been identified which reduce the transmission of 
abuse transgenerationally. These include positive and supportive interpersonal 
relationships, positive experiences within psychotherapy (Egeland et al, 1978 cited m 
Belsky, 1993), more extensive social networks, a childhood experience of a non- 
abusive relationship, and an ability to provide a detailed coherent account of earlier 
abuse (Egeland et al, 1987, cited in Belsky, 1993 p. 416).
So what are the strengths and weaknesses of this theoretical approach to CPA? Firstly, 
the approach does offer a persuasive argument based upon research findings, of the
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processes involved within parenting, which can contribute to CPA and 
transgenerational abuse (Corby, 1995).
Furthermore, evidence is available to explain both the conditions and mechanisms by 
which child maltreatment is not passed on transgenerationally (Belsky, 1993; Fonagy,
1994). Belsky (1993) describes this as a strength of the theory and as 'a tool for 
understanding the aetiology of child maltreatment', through the comparison of those 
who do, versus those who do not, continue the intergenerational cycle of abuse.
A common criticism of the theory in accounting for CPA is its focus upon a single 
cause, and that it does not account for the multifaceted processes which have been 
cited as involved in the aetiology of CPA (i.e. Belsky, 1980). However, to some extent 
it does accommodate factors outside the parent child relationship. Indeed, Crittenden 
and Ainsworth (1989) argue that the theory allows for the integration of external 
environmental conditions within the development of infant attachment behaviour.
A further criticism is the assumption that the theory constructs the parent-child 
relationship as uni-directional, with the child viewed as a passive recipient. More recent 
developments of child-parent interaction models and child-related factors, related to 
CPA, challenge this assumption (cited in Belsky, 1993).
Attachment theory claims that within insecure attachments the child learns a set of 
behaviours to enhance survival and protect from eliciting further abuse. Furthermore, 
that changes within schemata i.e. reworking of internal working models, can mediate 
the effects of CPA within future relationships and contribute to the non-repetition of 
child abuse in offspring. It can be argued, however, that essentially this calls upon both 
learning and cognitive behavioural models as explanations and, therefore, demonstrates 
overlap between theories.
Finally, one of the difficulties this theory presents is the practical application to clinical 
intervention, in terms of defining and observing central concepts, such as sensitivity 
and empathy displayed by parents. This is cited as creating problems for the
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development of interventions directed at changing parenting behaviour (Golding, 
2000).
The contribution of attachment theory to clinical practice
The establishment of an empirically tested model of ‘healthy’ parent-child interaction 
has been of importance in guiding education and interventions to support effective 
parenting styles, which aim to promote the secure attachments of children. The theory 
has provided empirical evidence of the consequences of CPA upon child development, 
and the long-term effects for adult relationships
Attachment theory focuses its contribution to clinical practice in educating parents that 
their current maltreatment of offspring is the result of early experiences
Factors shown to reduce transgenerational abuse have informed the efficacy of their 
implementation within clinical practice, i.e. such as engagement within psychotherapy. 
Egeland, Jacobvitz and Sroufe (1988) compared two groups of mothers with histories 
of CPA. One group had abused their own offspring, whilst the other group had broken 
the intergenerational cycle of abuse. The latter group were described as repressing 
memories of CPA. The authors of the study claimed those who broke the cycle had 
engaged within psychotherapy and addressed the repression of abuse memories and 
integrated childhood memories into an updated internal working model, which it was 
considered prevented the transgenerational transmission of abuse. However, in 
contradiction, recent findings from a social learning based intervention, which 
considered the influence of attachment histories on parenting behaviours, suggest that 
adults with a history of insecure attachment are less able to change parenting styles 
(Routh, Hill, Steele, Elliott & Dewey, cited in Golding, 2000).
The impact of abuse upon a child, psychologically, is an integral part of this theory. 
However, clinical practice has been accused of placing emphasis upon treatments for 
the abusive parent. The contribution of the theoretical findings to clinical practice have, 
therefore, been biased in their translation and focus. Furthermore, it has been argued
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that psychotherapeutic interventions are not well researched and outcome data for 
efficacy of these interventions is lacking.
However, it can be argued that attachment theory does have much to offer in the 
understanding of CPA and reasons for both transmission and non-transmission across 
generations. This has been utilised to identify those parents at risk of perpetuating a 
cycle of CPA. Furthermore, identification of insecure attachments in children can serve 
as predictors of the occurrence of CPA.
Social Learning Theory
‘A social learning model focuses on the family as a system with patterns of family 
interactions being viewed as maladaptive or adaptive’ (Gursec, 1992, cited in Golding, 
2000). Social Learning Theory (SLT) stresses the relevance of vicarious learning, that 
is watching the behaviour of others and seeing the consequences that are produced. 
SLT emphasises the roles of models in transmitting both specific behaviours and 
emotional responses (Bandura, 1973). This perspective proposes that aggression is a 
learned response, learned through observation or imitation, and the more frequently it 
is reinforced the more often it is likely to occur. Essentially, arguing that aversive 
parental actions are modelled by children and carried through into adulthood.
Unlike early learning theorists more recent learning theorists have taken into account 
cognitive processes in the analyses of how behaviour operates (i.e. Bandura, 1965; 
Michenbaum, 1977, cited in Corby, 1995). It is argued that observation of behaviours 
leads to the formation of concepts, which serve to guide future actions, and 
reinforcement will either strengthen or modify them.
Dubanoski et al (1978, cited in Corby, 1995) described a set of behavioural 
explanations which summaries why children are physically abused. Firstly, parents may 
lack a repertoire of effective parenting strategies. Secondly, they may sanction the use 
of physical punishment. Thirdly, physical abuse may be a consequence of an explosive 
act triggered by the child. Fourthly, it may be due to high stress levels and parents may 
hold very negative attitudes towards the child.
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SLT suggests that CPA is a problem resulting from neither personality nor from lack of 
attachment. Instead, it is argued that CPA originates from exposure and childhood 
learning of dysfunctional parenting styles, i.e. use of physical force. Theorists suggest 
that adults who have experienced this style of parenting, will draw upon their own 
dysfunctional childhood experiences for guidance in childrearing (Azar & Siegel, 
1990).
Furthermore, research has identified that,abusive parents exhibit an aversion to certain 
child behaviours. Research findings suggest that some parents with a history of CPA 
have been identified as having phobic-like reactions to their infants. This is considered 
to be a consequence of their own aversive childhood experiences 'i.e. physical touch is 
associated with pain' (Heifer, 1980, cited in Azar and Siegel, 1990, p. 286).
Research findings have suggested that abusive mothers exhibit difficulty distinguishing 
'good and bad' child behaviours and tend 'to rate even innocuous behaviours as 
blameworthy' (Wood-Shuman & Cone, 1986, cited in Frude, 1990, p. 201). Wood- 
Shuman and Cone (1986) reported that a high number of abusive mothers had a history 
childhood abuse, and their negative biasing was a learned behaviour from their own 
childhood. Indeed, the abusive mothers group interpreted a wider range of child 
behaviours as 'bad', compared to the non abused mothers.
A consequence of labelling behaviours as 'bad' is that many abusive parents interpret 
this as the need for physical punishment, (Wolfe, 1983, cited in Frude, 1990). In 
addition, research evidence has suggested that abusive parents have more difficulty 
than non abusive parents to adjust the punishment to fit the crime, tending to employ 
more punitive approaches (Trickett &d Kuczynski, 1896, cited in Frude, 1990). It is 
possible that learned aggression is implemented for any deviation of 'good' behaviour. 
However, this could be interpreted within a cognitive behavioural perspective, where 
negative biasing of children's behaviour directs parental behaviour towards the 
implementation of a punitive approach.
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Within the social learning perspective theorists have further argued that abused children 
are taught by their abusers that the use of aggression is appropriate. This is 
accomplished by the development of a set of rules, which support its use (Hertzberger, 
1983, cited in Cicchetti and Carlson, 1990). Gelles and Strauss (1979, cited in Azar 
and Siegel, 1990) suggest that an acceptance of abuse, as an appropriate behaviour, is 
developed if the abuse is regarded as normative behaviour, if the parent rationalises the 
use of abuse, and if the child perceives that they deserved the abusive act to rectify 
some wrongdoing. Thus, suggesting that cognitive processing of the legitimacy of 
abuse is required, to support the use of learned behaviours. Furthermore, 
transgenerational abuse is cited within the literature as more likely if children 
conceptualise the acceptability of this type of abuse as a form of discipline.
Associated with SLT is Exchange/Control Theory (Gelles, 1974, cited in Buchanan, 
1996). Gelles (1983, p.157, cited in Buchanan, 1996, p.25) summarised this as 'people 
hit and abuse other family members because they can'. It is argued that if the rewards 
of the aggressive act outweigh the consequences, aggression will continue. 
Furthermore, if this behaviour is sanctioned by family members i.e. partners, or by 
society, this behaviour will continue (Belsky, 1993).
Indeed, a broader perspective has been suggested, which sanctions violence and 
supports SLT's contribution to explaining CPA. It has been argued that within 
societies, which demonstrate high levels of violence, and sanction corporal punishment, 
it is not surprising that violence is incorporated into family life and parenting (i.e. 
Belsky, 1980). Hobbs (1980, cited in Belsky, 1993, p.423) commented that 'child 
maltreatment is a swatch from the fabric of a violent and abusing society'. Indeed, in 
cultures which prohibit any form of child physical punishment, child abuse is rated as 
rare (Zigler & Hall, 1989, cited in Belsky, 1993).
The strengths of learning theory perspectives in child abuse have been claimed to lie in 
its clarity and specificity (Corby, 1995), which it has been claimed aid its clinical 
application in intervention. It is claimed that efficacy of treatment is considered to be 
more achievable than within an attachment theoretical perspective, due to early
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experiences not being interpreted as deterministic (Corby, 1995). However, Corby 
(1995) claims that 'the strength of learning theory with regard to child abuse is also its 
weakness - it runs the risk of oversimplifying the problem in its search for clarity' (p. 
93). . '
Firstly, it is important to point out that not all parents who commit CPA have been 
physically abused or witnessed violence as children and this, therefore, poses a 
difficulty for this theoretical perspective. In answer to this claim, Larrance and 
Twentyman (1983, cited in Corby, 1995) argue that adults who commit CPA, who 
have a non abusive history, may have developed a 'frame' or view on a child and/or on 
themselves, leading to child abuse.
Indeed, similar criticisms of SLT can be cited for both this theory and attachment 
theory. They both propose a unitary explanation for CPA. More recent literature has 
called for a multifactorial explanation in which aspects of different theoretical 
perspectives are included, (i.e. Belsky, 1990, 1993). Browne (1988) suggests that SLT 
is part of an overall model. The socialisation experiences learned within childhood are 
considered a factor, which affects the reaction to overall stress, possibly leading to 
physical abuse. However, within Browne's comprehensive model, many other factors 
are considered relevant to the end result. Factors include culture, beliefs, characteristics 
of the parent, and the quality of child-parent relationship. Furthermore, factors such as 
poverty, and isolation (Long, 1996, cited in Golding, 2000), are not accounted for 
within SLT.
Within SLT a lack of consideration is given to child development issues. Throughout a 
child's development parents are presented with different challenges. Lack of flexibility 
in the interpretation of these needs and deficient repertoires of parenting approaches to 
meet these needs will have an aversive effect (Azar & Siegel, 1990). It is suggested 
that parents who lack personal development and have a lower maturational level will 
essentially act before they think, and will resort to physical abuse when frustrated, 
rather than employing cognitive strategies to diffuse their aggression and employ a non
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punitive form of discipline. Within SLT perspectives the concept of parental 
maturational development, and the impact upon CPA, is not considered.
The narrow focus of SLT upon parental physical aggression as the sole determinant of 
CPA has indeed been questioned (Aza,r 1986, cited in Azar and Siegel, 1990), not only 
in terms of an explanation of CPA but also in terms of intervention efficacy in the 
treatment of CPA.
Contribution of SLT to Clinical Practice
SLT suggests that parenting behaviours are related to child behaviours such as 
aggression. Contribution from this perspective to clinical practice is that inadequate 
parenting can be identified and alternative strategies developed for the benefit of the 
child. Implications are twofold, firstly and, most importantly, the cessation of abuse, 
and secondly, the implications for transgenerational abuse are reduced if the child has 
the opportunity to learn and model more effective behaviours from the parent.
This theoretical approach has contributed to clinical practice within the field of CPA, 
despite its criticism of being too narrow in its focus. Interventions based upon this 
approach aim to change learned patterns of behaviour. This has been accomplished by 
altering the cost/benefit of violence to children, the use of incident, analysis to re­
educate parents and through self-control strategies and self-esteem development.
Research within SLT has identified parents with phobic-like responses to their infants 
(Heifer, 1980, cited in Azar and Siegel, 1990). Contact desensitisation has been 
identified as an effective intervention and has been successfully implemented (Gilbert, 
1976, cited in Azar and Siegel, 1990). However, it has been argued that cognitions 
play a crucial part in producing aggression under stress (Averill, 1983, cited in Azar 
and Siegel, 1990). Therefore, if behavioural strategies targeting abusive behaviours do 
not consider cognitive processes, the efficacy of the treatment long-term can be 
questioned.
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However, Gough (1993) reviewed literature on interventions for CPA and claimed that 
interventions based upon learning theory showed the most impressive results in the 
treatment of CPA.
Cognitive Behavioural Theory
To some extent, cognitive approaches and modem learning theories merge. However, 
within recent years there has been a growing interest in cognitive theory, and the 
incorporation of developmental theory, to aid the understanding of the aetiology of 
abuse, which is considered a strength of the theory.
Newberger and White (1989, cited in Corby, 1995) defined levels of parental 
maturation and awareness as an explanation of child abuse. Within the first level, the 
child is viewed by the parents as 'little adults'. At the second level, the parents ascribe 
conventional rules to the child. Within the third level, the child is viewed as an 
individual with its own developing needs. When parents operate at the first level they 
are considered more likely be physically abusive to their children.
Azar and Siegel (1990) developed a cognitive behavioural model, which explains 
parental deficits across three stage of childhood, which can contribute to the 
occurrence of CPA.
Azar and Siegel (1990, p.281) argue that effective parents 'are seen as approaching 
interactions with their children, with developmentally sensitive schemata 
(expectations)'. Abusive parents are shown to hold unrealistic expectations of the 
child's abilities and, therefore, negatively interpreting children's behaviour. An overlap 
with attachment theory is evident here, where parents who are not capable of accurate 
inference of the child’s needs and feelings, misattribution and blame occurs.
Secondly, it is claimed that abusive parents hold a restrictive repertoire of parenting 
skills and have poor problem solving skills (Azar et al, 1984, cited in Azar & Siegel,
1990). It is argued that adaptation of parenting strategies suited to the developmental 
level of the child are lacking within abusive parents. As a result, parents are more likely
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to fail at crucial tasks, 'leading to increased frustration levels and lowered beliefs of self 
efficacy' (Azar & Siegel, 1990, p.282). In addition, it is suggested that abusive parents 
are more impulsive in their responses (Rohrbeck & Twentyman, 1986, cited in Azar 
and Siegel, 1990).
It is further argued that effective parents are able to manage contextual stress, which 
has been shown to impact upon successful parenting, through problem solving abilities, 
and supportive social networks. Azar and Siegel (1990) suggest that social networks 
provide information to update and extend parental schemata and introduce new 
behavioural strategies through feedback and role modelling. However, it is claimed that 
due to poor social skills and a lack of problem solving abilities, abusive parents 
experience more life stressors and have a restricted social network (Salzinger, Kaplan 
& Artemyeff, 1983, cited in Azar and Siegel, 1990 ).
Azar and Siegel (1990), therefore, acknowledge the importance of social factors in 
setting the scene for CPA. However, they consider that parental deficiency in coping 
with the particular stages of their child's development is 'at the root of abusive 
behaviour across all periods of childhood' (Azar & Siegel, 1990)'.
A strength of this theoretical perspective is that it incorporates five broad areas of 
disturbance which lead to CPA, which have all been targeted as areas for intervention:
• maladaptive interpretative processes and poor problem solving skills
• poor repertoire of parenting strategies
• poor impulse control
• poor stress coping
• poor social skills
Cognitive behaviour therapy is essentially a single focus theory, which attracts the same 
criticisms of narrow focus, discussed for attachment and SLT theory. It does 
acknowledge parent-child interaction, during the developmental stages of childhood
63
Child and Adolescent Essay
and the differing challenges this bring to parents. Furthermore, it discusses the impact 
of the social environment upon parenting.
To date, there is not a lot of information regarding the use of cognitive approaches in 
CPA. Scott (1989, cited in Corby, 1995) applied this theory to clinical practice with 
some success. An observation, however, is that this was with less complex cases of 
CPA. Stem and Azar (1998) make detailed suggestions for cognitive behavioural work 
with abusive families. However, until outcome data is available critical evaluation of 
the approach is limited.
Contribution of Cognitive Behavioural Approach to Clinical Practice
Cognitive behavioural theory of CPA contributes to clinical practice in a number of 
ways. Indeed, 3 areas for intervention are cited by Stem and Azar (1998); dealing with 
distorted expectations and attributions, increasing problem solving skills, and anger 
control and stress management. Azar and Siegel (1990, p.295) argue ‘for a 
developmental sensitivity in devising future targets for treatment’ and the use of 
behavioural and cognitive strategies to reduce the risk of abuse.
Behavioural and cognitive behavioural treatments with abusive parents of infants is not 
well documented within the literature (Azar & Siegel, 1990). However, this stage of 
child development places children at the highest risk of being abused. Stem and Azar
(1998) suggest that this is because infants are reliant upon the inference of parents to 
meet their needs. 'It is under conditions of ambiguity that established schema play the 
greatest role in interpretative processes' (Stem & Azar, 1998, p.390). Cognitive 
theorists suggest interventions should target maladaptive cognitions and attributions, 
through reffaming and cognitive restructuring and education of the developmental 
stage of the child.
Clinical practice based upon the CBT approach for abusive parents of children in 
middle childhood stages have targeted developmental education, cognitive 
restructuring and problem solving training (i.e. Azar, 1989). Outcome measures have 
provided evidence of shifts in negative parental biases, unrealistic expectations, and
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increases in parental ability to generate and select alternative responses to child needs 
(cited in Azar and Siegel, 1990).
Communication training and a problem solving approach has been developed for use 
with abusive parents (Azar, 1989a, cited in Stem and Azar, 1998). It is suggested that 
better communication skills within abusive parents will support their ability to identify 
cues of distress when communicating with their children and to interpret these nor 
positively rather than punitively. Stem and Azar (1998) suggest the focus within 
problem solving training is on the process of problem resolution.
Problem solving training has been included within effective treatment packages for 
child maltreatment (i.e. Azar & Twentyman, 1984, cited in Stem and Azar, 1998). 
However, the efficacy of this component alone has not been tested (Stem & Azar,
1998). This is also true of communication training (Stem & Azar, 1998).
Within the cognitive behavioural approach abusive parents are considered to have less 
ability to manage stress and anger. Anger and stress management interventions for 
child abuse have been investigated, and some have shown favourable outcomes in 
terms of decrease in anger and stress and more positive feelings towards the child (i.e. 
Egan, 1983, Cited in Stem and Azar, 1998) and have employed both cognitive and 
behavioural strategies.
Estimates suggest that between 22% and 47% of abuse cases involve adolescents 
(Pagelow, 1989, cited in Azar and Siegel, 1990). However, little empirical data is 
available on interventions for parents abusing children within this age group. Pagelow 
(1984, cited in Azar and Siegel, 1990) has separated physical abuse of adolescents into 
pattern types, i.e. whether a continuation of abuse throughout childhood; if recent 
onset, escalation of punitive parenting or if it is a reoccurrence of ceased abuse. Within 
Azar and Siegel’s model consideration of these is considered crucial ‘in determining 
specific target for intervention’ (p292). However, to date little empirical investigation 
of these and clinical implications has occurred.
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Conclusion
Families can be dangerous and damaging places for children. Therefore, the importance 
of theoretical approaches contributing to the understanding of CPA can not be 
underestimated, both in terms of prevention and clinical contribution to effective 
interventions.
Golding (2000) claims that ‘we need to understand parenting as a process involving bi­
directional interactions between the parent and child influenced by multi-variables 
within the family and wider social environment’ (p.360), and calls for the need of a 
broader theoretical model incorporating ideas from a range of diverse theories, such as 
attachment, SLT and cognitive behavioural theories (Golding, 2000).
CPA is one form of ‘parenting’ commissioned by some. The contribution of single 
focus theories in providing explanations of CPA have been questioned and defined as 
too narrow in their focus. However, their contribution within a multi modal approach 
should not be underestimated.
Different interventions derived from the different explanations do share one common 
aim, to prevent physical abuse to children. Limited research, however, is available on 
the efficacy of the different treatment approaches. Within the nineties it has been 
claimed that the focus within the UK was upon the identification of abuse and abusers 
and whether or not the child should be placed on an official protection register. It has 
been argued that ' less energy and resources have been devoted to subsequent 
intervention' (Hallett, 1996, cited in Kingstone and Penhale, 1996, p.49). There is a 
need for intervention packages to reduce the incidence and prevalence of CPA and 
ongoing evaluation of their efficacy to inform evidence based best practice of CPA.
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Older Adult Essay
OLDER ADULT ESSAY
Discuss the Use and Effectiveness of Cognitive Behavioural 
Therapy for Emotional Disorders in People with Dementia
2001
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Dementia is a clinical syndrome, which is characterised by a widespread loss of mental
function and includes; memory loss; language impairment; disorientation; change in 
personality; self-neglect; and out of character behaviour. (National Service Framework 
for Older People (NSFOP) 2001). At present, there is no identified or anticipated cure for 
progressive dementias (Woods, 1999) and it is estimated that by 2050 there will be 1.2
million individuals with dementia in  the U n it e d  K in g d o m  ( N S F O P , 2001).
C a u s e s  o f  D e m e n t i a
There are a variety of causes of dementia, the most prevalent being Alzheimer’s disease 
and multi-infarct dementia. Alzheimer’s disease (AD) accounts for approximately 60% of 
dementia cases and is characterized by memory loss, difficulties with language within the 
early stages of the disease and increases in severity over its duration. (NSFOP, 2001).
Multi infarct dementia is the consequence of insufficient blood flow to the brain and 
accounts for approximately 20% of dementia cases. Its presentation is more varied than
AD and depends upon the lo c a t io n  o f  b r a in  d a m a g e  ( N S F O P ,  2001).
Dementia with Lewy bodies accounts for 15% of dementia cases. Its presentation is 
similar to that of Parkinson’s disease, with the occurrence of hallucinations and falling
(N S F O P ,  2001).
The course of these dementias are progressive and cognitive decline has been classified 
within stages; mild, moderate and severe, dependent upon the amount of brain function 
which has been compromised, and the consequential loss of functions (Werner, Ten & 
Williams, 1996). Specific dementias are characterized by differing presentations of 
cognitive impairment. However, for each individual with dementia, the course of 
cognitive impairment is unique (Weiner et al, 1996).
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Prevalence of Dementia
Within the United Kingdom approximately 600,000 individuals have dementia. Both 
incidence and prevalence increase with age. Approximately 17,000 people below the age 
of 65 are affected and this rises to 5% of older adults over the age of 65 years and 20% of 
people aged over 80 years having a dementia (NSFOP, 2001).
r n n f n m it a n t  Mood Disorders in Dementia
Concomitant mood disorders and psychiatric symptoms, such as depression, anxiety, 
paranoid ideation, and emotional laibility within dementia frequently occur (Woods,
1999). Research findings suggest that depression and anxiety are highly prevalent 
concomitants of dementia and this coexistence can lead to “additional disability, distress, 
restlessness, and other disturbed behavior” (Woods, 1999, p.76). Furthermore, Woods
(1999) argues that it is the existence and features of concomitant mood disorders, such as 
depression and anxiety, which contribute to carer strain, more so than the cognitive 
deficits of the dementia (Donaldson, Tarrier & Bums, 1998, cited in Woods, 1999).
Wilcock, Bucks and Rockwood (1999) argue that concomitant mood disorders, such as 
depression, have received less investigation than deserved and suggest this is due to “an 
over emphasis on distinguishing the two conditions, rather than recognizing depression as 
a common concomitant of dementia” <p.320). Within recent years, however, there has 
become an increasing interest in providing psychological therapies for depression and 
anxiety in dementia, and the application of cognitive behavioral approaches has
commenced.
This essay will f o c u s  on cognitive behavioral treatment (CBT) of depression and anxiety 
occurring in progressive dementia for the older adult, as they are both highly prevalent. 
The decision to focus upon older adults was influenced by the higher prevalence of 
dementia within the older adult population and reflects the emphasis within the literature.
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The use and effectiveness of this CBT for depression and anxiety will be discussed in 
succession.
Depression in Dementia
It has become well established that many individuals with dementia have symptoms of 
depression (Wilcock et al, 1999). The estimates of the coexistence of depression and 
dementia vary widely, from 0% to 86% (Teri & Wagner, 1992), which is mainly due to 
the different criteria employed within the studies (Cheston & Bender, 1999). However, 
Allens and Bums (1995) in a major review article suggested the mean rate for depressive 
syndromes in dementia ranged from 12-24/o.
Depression, as a disorder, is characterized by a set of features which include dysphoric 
m o o d ,  loss of pleasure in previously enjoyed activities, sleep disturbances, loss of 
appetite, fatigue, feelings of worthlessness and, for some, suicidal ideation or attempts. 
(Teri, 1996, based upon DSM IV criteria). Within dementia, Thompson, Wagner, Zeiss 
and Gallagher (1990) suggest that depressive manifestation may vary according to the
stage of dementia and the level of cognitive impairment.
Teri (1996) argues that patients with dementia who experience depression are vulnerable 
to “excess disability” (p.210), which is defined by Kahn (1975, cited in Ten, 1996) as 
“disability that exists above and beyond the disability that can be explained by the 
primary disease process (p. 210).
Individuals identified as suffering with coexistent depression and dementia are reported to 
experience “dysphoric mood, vegetative signs, social withdrawal, loss of interest, feelings 
of guilt and worthlessness and suicidal ideation” (Teri, 1996, p.210). Furthermore, it has 
been reported that the experience of depression within dementia is associated with an 
increase in behavioural disturbance. This manifests as increased problems with 
restlessness, falling, agitation, suspiciousness and incontinence (Teri, 1996, p.210). In 
addition, it is reported that such individuals have increased functional disability, with
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activities of daily living such as eating, dressing and bathing, as opposed to individuals 
without coexistent depression, particularly in the later stages of dementia.
Ballard, Cassidy, Bannister and Movan (1993, cited in Teri, 1996) claim that depressive 
symptoms are most prevalent within milder levels and early stages of cognitive 
impairment. It has been argued that one explanation for this is that, during the early 
stages of dementia, individuals appear to have a greater awareness of their diminishing 
abilities and insight into the progressive, debilitating effects of the disease, which may 
contribute to the experience of depression (Thompson et al, 1990). Thompson et al (1990) 
argue that, as cognitive impairment progresses, there is an associated decrease m self 
awareness and of perceived losses, which, it is argued, could lead to a decrease in 
dysphoria and other symptoms of depression.
However Thompson et al (1990) suggest that depressive symptoms within more severely 
impaired individuals, may be “obscured by cognitive deficits and, therefore, manifest as 
simpler equivalents. For example, instead of expressing distress verbally, patients may 
show agitation and a variety of regressed, stereotyped behaviours” (DeMuth & Rand, 
1980, cited in Thompson, 1990, p.384).
(TBT of Depression in Dementia
Within recent years, the value of treating depression in individuals with dementia has 
been acknowledged (Thompson et al, 1990). Teri a n d  Gallagher-Thompson (1991) 
suggest that treatment of depression in individuals with dementia “may improve not only 
the quality of their life, but also that of their caregivers” (p.413). Treatment of the 
depression will not reverse the cognitive decline associated with dementia, but is has been 
argued that it “will help relieve the depression and the “excess disability caused by it 
(Teri & Gallagher-Thompson. 1991 p.414).
Furthermore, affective disorders such as anxiety and depression within dementia are well 
treated by medication (James, 1999). However, more recent research evidence has
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identified that neuroleptic drugs, used to treat agitation, may contribute to further 
cognitive decline. James (1999) argues that the development of psychological 
interventions is, therefore, required to treat affective disorders and, where possible, 
reducing the requirement of medication and possible complications.
Of particular importance is the acknowledgment within the literature, that psychological 
treatment approaches will vary according to the severity of the cognitive impairment of 
the individual (Teri ft Gallagher-Thompson, 1991; Grant & Casey, 1995). To date, there 
has been an emphasis upon behavioural approaches, especially within the moderate and 
severe levels of dementia (Grant & Casey, 1995), with a growing interest in the 
application of cognitive behavioral approaches to treat depression in dementia, 
predominantly within the mild/early stage of cognitive impairment.
Beck, Rush, Shaw and Emery (1979) developed a cognitive theory of depression and 
described the notion of a cognitive triad, which in summary states that “a person’s 
feelings and actions are influenced by his/her cognitions, and these are based on current 
beliefs the person holds about him or herself, the world and the future. In accordance 
with the cognitive model, the product of the person’s thinking will influence his/her 
mood, bodily sensations and behaviof’ (cited in James, 1999, p.347). Beck (1967, cited 
in Thompson et at, 1990) acknowledged that episodes of depression may be externally 
precipitated. H o w e v e r ,  the individuals distorted perceptions and appraisals of these 
circumstances can result in depression.
Thompson et al (1990) applied this to individuals with dementia and argued that distorted 
thinking processes may “occur more readily and function more powerfully, when 
individuals have difficulty with such cognitive processes as remembering, reasoning, 
abstracting, and sustaining focused attention”. They suggest that individuals with 
dementia are more vulnerable to distorted thinking biases such as arbitrary inference, 
selective abstraction and over-generalization. Furthermore, Thompson et al (1990) 
suggest that the individual's interpretation of events would be reinforced by the automatic
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nature of these cognitive responses, and “these ideas would probably be extremely 
plausible to the patient with impaired cognitive processes, even in the face of 
disconfirming evidence”.
Thompson et al (1990) cite an example of this process for a person in the early stage of 
dementia. In summary, they argue that insight into the loss of abilities and, for example, 
an awareness of exclusion from family tasks, such as financial planning, may be 
interpreted by the individual as evidence that he/she is no longer loved. Thompson et al 
(1990) suggest that if “this scenario is repeated often enough, eventually most of the 
patient’s encounters with other people would generate some kind of negative evaluation
of se lf (p.388).
Furthermore, Teri and Gallagher-Thompson (1991) suggest during the early stages of 
dementia, insight into cognitive deficits and reduced levels of functioning, may lead to 
individuals focusing upon the negative and lead to an exaggeration of them deficits and 
increasing their fear of the disease progression. They argued that “these behaviours and
cognitions can perpetuate and exacerbate depression”.
The TTse of CUT for P ep r-winn in Dementia
CBT has been described as a directive, time-limited, structured, agenda-based therapy, 
which focuses upon the role of cognitive processes in the origin and the maintenance of 
depression (Beck, 1976, cited in Gatz, Fiske, Fox, Kaskie et al, 1998). Within this model, 
individuals are taught to identify and monitor distorted thinking processes and 
dysfunctional behavior patterns and the association between thoughts and feelings. The 
therapist-client relationship is described as collaborative and the focus of the therapy is on
the here and now.
The cognitive impairment suffered by individuals with dementia pose particular 
difficulties for the successful application of CBT. Thompson et al (1990) argue that only 
those in the early stages of dementia can work within this model and for successful
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intervention to occur they should possess “sufficient insight and cognitive capability to 
utilize training in basic coping skills”.
Grant and Casey (1995) describe the adaptation of this approach for working with the 
older adult, and specifically for individuals with mild dementia/cognitive impairment and 
depression. They suggest that “CBT, with its emphasis on resolution of practical concerns 
and on behavioural change, is perhaps more easily understood and accepted by such 
patients than other forms of psychotherapy” (p.567).
Teri and Gallagher-Thompson (1991) outline basic adaptations to CBT when working 
with this population. Firstly, a neuropsychological assessment is required of cognitive 
functioning to identify the cognitive capabilities of the individual, ensuring that 
interventions are planned to accommodate specific areas of cognitive weaknesses and 
strength. Thompson et al (1990) recommend that the intervention should take advantage 
of the cognitive strengths which remain and compensate for cognitive deficits. The 
understanding of the individual's abilities allows the level and pacing of therapy to be set. 
The introduction of aids to facilitate memory and learning of techniques, such as audio 
tapes of sessions, use of cue cards to remind individuals of strategies, and dianes to 
record thoughts and details of homework tasks are utilized.
Information regarding cognitive capabilities not only serves to help plan strategies for 
intervention, but is also a useful tool to commence the application of CBT. The 
information helps the identification of accurate self-appraisal or generalized distorted 
thought Thompson et al (1990) suggest individuals with dementia typically 
overgeneralise their disabilities and catastrophise their perceived limitations. Thompson 
et al (1990) suggests, for example, that an individual with dementia “may have difficulty 
with word-finding, but not with other aspects of verbal expression. By learning to 
discriminate intact skills (compared to skills that really are compromised), depression 
may be reduced and overgeneralisation about deficits can be minimized .
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Secondly, it is argued within the literature that sessions should be highly structured by the 
therapist to ensure efficient use of time and the compartmentalization of problems into 
more manageable components (Thompson et al, 1990, Teri and Gallagher-Thompson,
1991). Furthermore, Thompson et al (1990) argue that the structure of the sessions and 
the compartmentailsation of problems provided by the therapist serves as a model which
the individual can use outside of therapy to problem solve.
To a d d r e s s  cognitive distortions individuals are required to cite examples of when 
negative feelings occur. Often these are associated with diminished performance, 
ruminations about the future or magnification of current deficits (Teri & Gallagher- 
Thompson 1991). To challenge these distortions and to establish more adaptive 
interpretations, a repertoire of techniques established within CBT have been employed 
(Thompson et al, 1995, Grant & Casey, 1995). These include examining the evidence, for 
and against a specific belief; helping individuals adopt a more realistic attitude toward 
their current level of impairment, and the revision of “should” rules. Individuals are 
encouraged to experiment with new thoughts about situations and are encouraged to 
experience how thought exchange can facilitate an improvement in mood (Thompson et
al, 1990).
Grant and Casey (1995) have explored the uses and effectiveness of CBT for the 
treatment of depression in mild dementia, based upon their own clinical experiences. 
They also argue that the use of CBT with this population requires adaptation, suggesting 
that therapeutic goals are simple and the agenda is brief for each session. They 
recommend that simple language is used and professional jargon is omitted wherever 
possible. They recommend that homework tasks are based upon the individual’s 
participation in a social activity, or on executing activities of daily living, and they argue 
that family members and/or nursing staff can be involved in these behavioral components 
of the therapy. Grant and Casey (1995) suggest that due to cognitive impairment, frequent 
sessions are required to reinforce the learning of new skills. Thompson et al (1990)
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suggest that, on average, 16-20 sessions are required to treat depression in the older adult 
with dementia.
Grant and Casey (1995) describe two uses of CBT, these being supportive CBT and 
existential CBT. The emphasis within supportive CBT is “try it and see.. The patient is 
encouraged to behaviour# investigate whether his predictions regarding various 
activities and abilities are verified by experience” (Grant & Casey, 1995, p.568). Grant 
and Casey argue that, where there are negative experiences, CBT is used to “encourage 
persistence and to reframe the negative experience as a problem to be addressed rather 
than as a reflection of personal inadequacy”. Furthermore, they suggest that posrtive
experiences r e s u lt  in  improved mood and self-esteem.
Grant and Casey (1995) argue that in depression, systematic errors m thinking often 
inhibit a realistic life review and lead to a biased negative life appraisal. To address this, 
they argue existential CBT can be used to facilitate an individual to come “to terms with 
the meaning of one’s life”, which they suggest is the final developmental task of the hfe 
cycle and is of particular importance for this population. The here and now focus of CBT 
requires adaptation to facilitate the goal of existential CBT and reminiscence is utilized. 
Grant and Casey (1995) argue that an emphasis is placed upon the exploration of the 
meaning of life accomplishments, overcoming any distorted negative biases. They argue 
that the use of CBT to identify life accomplishments assists the individual to regain a 
sense of self worth, especially in the light of diminishing abilities in the here and now.
Kipling Bailey and Charlesworth (1999) explored the feasibility of using CBT within a 
group setting, to address low mood and anxiety. The focus of the 7 sessions was to 
address unhelpful memory-related beliefs in 3 men with mild dementia and associated 
low mood and anxiety, and was based upon Padesky and Monney’s (1990) generic 
cognitive therapy model. The group exercises included: relaxation, identifying negative 
automatic thoughts (particularly those pertaining to memory), generating alternatives and 
problem solving. Unhelpful beliefs about memory were identified, such as “in order to
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engage in social activities we must remember names and faces”, and “I’m the only one 
who forgets X” (p.191). The authors of the group suggested that by challenging such 
beliefs, all 3 participants increased their engagement within social activities and 
contributed to improved mood. Participants were also reported to demonstrate an 
understanding of the effects of beliefs upon mood and behavior. Kipling et al (1994) and 
Morris (1994) highlight the need for adaptation of group intervention using CBT for this 
population. Primarily, the need for small groups to “counteract the known problems with
working m em ory a n d  d iv id ed  attention in  th e se  p atients (P  192).
Thp Pffw-tivep^s of CBT for H-prPssinn in dementia
Grant and Casey (1995) argue that “the elderly are undeserved by mental health services, 
including psychotherapy” (p.561). They suggest that older adults generally have been 
viewed as poor candidates for all types of psychotherapy, due to diminishing cognitive 
abilities. Grant and Casey (1995) suggest a consequence of this belief is reflected m the 
paucity of literature looking at the effectiveness of psychological interventions for the 
older adult. Wilcock et al (1999) further suggest that there is a very common assumption 
that psychological intervention of any type is inappropriate for an individual with the 
diagnosis of dementia. Furthermore, there continues to be little research evidence of the
efficacy of CBT as a treatment of depression for individuals with dementia.
There appears, within the literature, a general assumption that CBT is more suitable for 
those with mild dementia and less cognitive impairment, than in the moderate and severe 
stages of the disease. Controlled clinical trials are required to demonstrate the 
effectiveness of this approach with this population, and to assist the refinement and 
expansion of this intervention, and to support the use of this intervention ,n line with 
evidence based best practice. In addition. Grant and Casey (1995) argue that controlled 
trials are required to identify which components and adaptations of CBT are effective
when u s e d  to  treat d epression  w ith in  dem entia .
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From the literature available, it is possible to argue that this approach appears effective m 
meeting its goals, of reducing depressive symptoms. Thompson et al (1990), Teri and 
Gallagher-Thompson (1991) describe the applicability of CBT to treat depression m 
dementia, and draw upon their clinical practice as evidence of efficacy . Grant and Casey 
(1995), from a literature review and their own clinical practice, support its use and
efficacy.
The requirement for adaptation to promote efficacy is highlighted throughout the
literature in this area, and is reflected by Grant and Casey (1995). “CBT can be adapted 
and used with many geriatric patients, including those with mild dementia. Useful 
modifications of CBT include the simplification of therapy techniques; the repetition of 
important concepts; and the use of family and other caregivers and social institutions as
aid es in  therapy” (p .5 69).
Thompson et al (1990) argue that retention of newly acquired skills are assisted by the 
provision of concrete illustrations carried by the client, to serve as a prompt or reminder 
of information shared within therapy. They argue this increases the effectiveness of the 
intervention and facilitates generalization of skills, which could be hindered by impaired 
memory. However, they suggest that friture research should determine whether the 
concepts presented in therapy are, in fact, retained and generalized.
Kipling et al (1999) has demonstrated the efficacy of CBT application within groups 
However, they acknowledge that further controlled trials are required to demonstrate 
efficacy. Furthermore, the role of group processes within this approach, in assisting 
treatment gains needs forther consideration. Yalom (1985) identified a range of curative 
factors operating within groups, including installation of hope, universality, and imparting 
information. It is possible that the depressive symptoms reduced as a consequence of 
group members gaining a sense of universality, through sharing information, and 
recognizing that others experienced similar deficits to themselves and, through this 
process, catharsis occurred and depressive symptoms reduced.
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Within the NSFOP (2001), it is stated that depression in the over 65’s is very under­
diagnosed. Furthermore, it is highlighted that “improving care of older people with 
depression or dementia depends on providing high-quality evidence based care” (para. 
7.7). It is recommended that generally for depression the most effective treatments are 
CBT, interpersonal therapy or brief focused analytic therapy, although specific
psychological treatments fo r  d e p r e s s io n  in dementia are not mentioned.
It is important that d e p r e s s io n  within dementia is identified and treated as early as 
possible. CBT appears suitable for usage within the early stages only, therefore it can be 
argued that late diagnosis of dementia and/or depression could prohibit the use of this 
approach. Based upon the current findings of CBT for depression in mild dementia, 
modified CBT appears an appropriate treatment. However, practitioners must be aware
of the n e e d  fo r  controlled trials to demonstrate this.
The use of CBT to treat anxiety in dementia
The reported prevalence of anxiety with dementia ranges from 9% (Eisdorfer, Cohen & 
Keckich 1981, cited in Koder, 1998) to 38% (Wands et al, 1990, cited in Koder, 1998).
Furthermore, Koder (1998) suggests that anxiety is often expressed as agitation m 
dementia and claims that 60% of people with dementia show signs of agitation at some
stage.
Koder (1998) argues that to date the treatment of choice for anxiety in the older adult 
continues to be pharmacological despite often causing unwanted side effects, such as 
further decline in cognitive abilities. Koder (1998) suggests that CBT for the treatment of 
anxiety in dementia has the advantage of no side effects, and assists with skill acquisition 
such as self help adaptive skills. The application of CBT to treat anxiety in dementia is 
relatively new, which is reflected in the paucity within the literature. Hence, less 
discussion of this area occurs within this essay
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Anxiety within dementia has been formulated within Beck’s cognitive triad, which is 
utilized within the formulation of depression in dementia and previously discussed. 
James (1999) has applied this cognitive model to explain the occurrence of anxiety and 
b e h a v i o u r a l  manifestations in dementia and as a basis for CBT. He suggests that an 
individual experiencing dementia strives to make sense of their changing world. 
However, “his/her view of the world is often chaotic and incoherent, perceptions are 
degraded! things are no longer predictable; lifelong coping strategies are often unhelpful; 
situations are confusing” and often he/she “ has no idea when things are going to return to 
normal” (James, 1999 p.347). He argues this can lead to the experience of anxiety.
This is demonstrated within an anxiety triad by James (1999, p.348) and depicted 
schematically, as shown in Figure 1.
-1 am afraid but I'm not always sure why"
Anxiety
Anxious view o f world . _
e.g. Seeing the world as a 
scary place
"I don't understand what's going on" ▲1
Coping behaviour 
(e.g. pacing, wandering)
"Challenging Behaviour"
Figure 1. Anxiety triad for the person with dementia
James (1999, p.348) suggests the occurrence of behaviors such as wandering, withdrawal 
or aggression are “errant coping strategies” and, furthermore, may elicit negative 
reactions from stressed carers, which may in turn perpetuate the distress experienced by 
the individual. He suggests the use of CBT to address and reduce distorted thinking, such 
as catastrophisation, overgeneralisation and magnification and to bring organization to the
X
Anxious vkw of future
e.g. The future is unpredictable 
"Things just seem to be getting worse"
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environment, which, he argues, will alleviate this cycle of anxiety. He claims that the use 
of such an intervention with the individual with anxiety, will facilitate the individual to:
1. Maintain a sense of worth or reduce his/he sense of vulnerability
2. Organize and operate effectively within the environment
3. Maintain a quality oflife both in the present and future
Strategies to do this are depicted by James (1999 p.24) schematically and shown in Fig. 2
JAMES
Provide cues 
_ icons and colour coding
o f  environm ent
Structure 
env ironnnent
s e lf
provide 
routinised schedule
%
«&'
o«
Provide 
opportunities to 
communicate
with others
futur
others
/
1:1 interface 
sufferer : carer
Make
c i w i r o n t n e u t
as predictable 
as possible
Ensure sufferer has
familiar objects in
immediate env.ronmen
Organise activities e.g. allowing
furniture from
so person own
home when in care
express self
Figure 2. James (1999, p.24)
James (1999) suggests the goals of this treatment are adapted to accommodate even those 
within later stages of cognitive impairment and, it can be argued, consist of a 
predominantly behavioural approach. However, within mild stages, as within depression, 
an adapted cognitive behavioural approach to explore maladaptive thinking could be 
utilized. As this work is currently being developed, this application has not yet been
discussed within the literature.
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James (1999) acknowledges that the development of this model for anxiety m dementia 
is in the very early stages and requires further research to evaluate its effectiveness. He 
states that, at present, his work “is at the earliest stage of the process, that is, produang 
theory-led interventions which are being road-tested through single case methodology”
( P  24).
James’ (1999) innovative work is also currently being used with a group of carers, to 
serve as a buffer and protect them from feelings of being overwhelmed by the behaviours 
of the person they are caring for. He argues that if this training is successful they will 
develop healthy coping strategies, to deal with the errant coping strategies employed by 
the person for whom they care. James (1999) describes the session structure of the group 
intervention, which addresses the distorted thinking both within the individual with 
dementia, and within the carers themselves. He displays these within a box, as shown in
Table 1 (p.350).
Table 1: Goals and Contents of Carers Teaching Sessions
Box 7>- Goals of carers
teaching sessioi
Session 2
.  » =  - e * * -  — t o ^ per so"  wiü‘ dem e" a
and the carer 
Session 3
To discuss: '
Session 4 
To discuss:
E - —
Session 5
^
: IS S r ^ s  ‘Xom ae„° .Uc» to «perleoees
axiU consolidating the worle op
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Furthermore, an indirect use of this CBT for carers, is to assist carers to modify any 
maladaptive responses they previously exhibited to the person with dementia, exhibiting 
anxiety. More adaptive responding, facilitated by a greater understanding of anxiety in 
dementia and resultant behaviours, and reductions in distorted beliefs and thinking biases, 
may create a more adaptive and less stressful environment for the individual with
dementia, whereby reducing the levels of anxiety they experience.
Koder (1998) also uses single case methodology to promote the efficacy of CBT for 
anxiety in dementia. She suggests the potential benefits of this therapy are increases in 
clients self-esteem, promotion of independence and the prevention of hospitalization. 
Koder (1998) re-iterates many of the adaptations required for successful implementation 
of CBT for dementia sufferers that have previously been discussed. She presents them 
within a Table as depicted below in Table 2 (Koder, 1998 p l78) and acknowledges that a 
baseline measure of cognitive functioning is required to help plan the intervention.
Table 2. Adaptations to CBT to treat anxiety in patients with dementia
1. Simplify material
2. Provide simple written summaries of session material
3 . Use more structured behavioural techniques as opposed to abstract cognitive methods
4. Have the caregiver attend sessions, utilizing them as surrogate therapist and memory 
prosthesis between sessions 
5 Have explicit, concrete goals
6. Increase therapist activity and involvement. Will require more initiative on the part of
the therapist
7. Utilize memory aids as required, such as diaries, lists. Keep all recording devices very 
structured and simple _______________ ___
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Therapy includes highly structured relaxation training, teaching of cognitive strategies, 
using aids such as cue cards to support learning and overcome memory deficits, and 
graded exposure to anxiety provoking situations. Techniques used within general CBT, 
for example challenging catastrophic interpretations of physical sensations of anxiety, are 
used where appropriate, and self-coping statements are written on cue cards.
The involvement of the caregiver is valued by Koder (1998), as she considers it increases 
the likelihood of behavioral experiments occurring between sessions and reinforces the 
learning acquired in sessions.
Effectiveness of CBT for  anxiety in dementia
Both James (1999) and Koder (1998) acknowledge that use of CBT for anxiety in 
dementia is in the very early stages of development. Outcomes reported in the literature 
rely on single case studies and, as previously discussed, the need for controlled trials is 
required. However, based upon c lin ica l experience, Koder (1998) reports that the use of 
CBT has improved the quality of the individual’s life and their caregivers.
Koder (1998) suggests that generalizablity of the positive findings from single case 
studies is limited. Furthermore, she argues that positive outcomes may not be due to the 
CBT but other factors, such as “spontaneous improvement in functioning over time, 
reactivity due to the supportive nature of being in a therapeutic relationship, and the role 
of parallel therapeutic strategies that do not necessarily target anxiety” (p.178).
James’ (1999) use of CBT with carers to treat their distress and facilitate then- 
understanding of the relationship between distorted thinking, mood and behaviour and to 
indirectly reduce the anxiety experienced by the individual with dementia appears 
interesting. Upon publication of efficacy, the curative factors working with the group 
process, as previously discussed, warrant attention and research to identify the
components within the treatment, which are effective.
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It is argued that CBT both for depression and anxiety works most effectively within the 
mild stages of cognitive impairment. James (1999) employs a predominantly behavioural 
approach to reduce anxiety, which is useful for individuals within all stages of the 
disease. Furthermore, he is investigating a CBT intervention with carers, with the aim of 
alleviating carer stress and the anxiety within the person of dementia.
Conclusion
James (1999) acknowledges that CBT for anxiety is in its early stages and requires 
investigation of its efficacy. He does highlight, however, that any evidence-based 
practice must be based upon sound theory. He argues that his conceptualization of 
anxiety in dementia is conceptualized within a cognitive theory framework, upon which a 
CBT intervention can be formulated. This can also be said of the conceptualization of 
depression within dementia, which is also grounded m cognitive theory.
The world can be a frightening and chaotic place for a p e r so n  with dementia. Kitwood’s 
(1997, cited in James, 1999) work on personhood places a great deal of emphasis on the. 
perceptions of the sufferer. Rather than seeing the person as a set of problem behaviours 
requiring management, they are viewed as coping and communication strategies requiring 
understanding. It can be argued that CBT attempts to understand the perceptions and 
thought processes of the individual experiencing depression and anxiety, and aims to 
facilitate more adaptive thinking where appropriate in turn alleviating excess disability
and distress.
The NSFOP (2001) highlights the need for increased access to mental health services and 
evidence based interventions to alleviate suffering for the older adult. CBT appears a 
promising intervention within the early stages of dementia to treat depression and anxiety, 
and the possibility of its use with carers is being explored. Clinical psychologists working 
with this population have a professional duty to apply evidence based best practice. It is 
therefore imperative that controlled trials report the efficacy of interventions such as CBT 
to inform our choices of intervention.
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W ithin the past two decades there has been an “unprecedented interest in personality
disorders” (Loranger, 2000, p.923). Loranger (2000) suggested that this growing interest 
is related to the introduction of a separate axis for personality disorders in the Diagnostic 
and Statistical Manual for Mental Disorders 3rd Edition, (DSM IE) (APA, 1980). A 
personality disorder is defined in DSM IV (APA, 1994) as an “enduring pattern of inner 
experience and behaviour that deviates markedly from the expectations of the individual’s 
culture”.
Borderline Personality Disorder (BPD) was first officially recognized within the field of 
psychopathology in the DSM-III in 1980 and has been described as a “persistent and 
severe mental disorder” (Linehan, 2000, p. 113). Individuals with BPD are described as 
suffering with extreme moodiness, impulsivity, rage and self-destructive tendencies 
(Stone, 2000). Carrasco and Lecic-Tosevski (2000) suggest that BPD is characterized by 
“affective instability and impulsivity (behavioural dyscontrol) and a propensity to 
cognitive-perceptual distortions in the context of chronically unstable interpersonal 
relationships” (p.934). Furthermore, individuals with BPD are viewed by mental health 
professionals as notoriously difficult to engage and treat successfully (Goldstein, 1999) 
and are reported to utilize a disproportionate amount of mental heath services (Heuston, 
Mainous & Schilling, 1996).
Within this essay, two psychological theories will be discussed in relation to Borderline 
Personality Disorder; Attachment Theory and Biopsychosocial Theory, and their 
contribution to clinical practice will be examined. Firstly, however, differing perspectives 
of BPD will be examined, as well as the epidemiology and aetiology of the disorder.
Historical and Current Perspectives of BPD
BPD has been conceptualized in a number of ways. Stem (1938, cited in Stone, 2000) 
first used the term borderline to describe a group of patients who were considered to be 
on the border between neuroses and psychoses. Kernberg (1967) developed a more 
precise definition, where borderline was seen as a form of character pathology, termed
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Borderline Personality Organisation (BPO). Others have conceptualized borderline as 
being part of the schizophrenic spectrum (Wender, 1977, cited in Zanarini and 
Frankenburg 1997), as being an affective spectrum disorder (Stone, 1980, cited in 
Zanarini and Frankenburg 1997,) and as an impulse spectrum disorder (Zanarini, 1993, 
cited in Zanarini and Frankenburg 1997). Furthermore, BPD has been conceptualized as 
a chronic form of Post Traumatic Stress Disorder (Herman & Van der Kolk, 1987, cited 
in Zanarini and Frankenberg, 1997).
Gunderson (1984) describes BPD as a distinct entity, which is separate from other mental 
and personality disorders and has influenced the current classification of BPD in DSM 
IV. The current diagnostic criteria for BPD, as defined within DSM IV, is shown in 
Table 1:
Table 1: Diagnostic Criteria for Borderline Personality Disorder DSM IV (APA 1994) 
Pervasive pattern of instability of interpersonal relationships, self-image and affect and 
impulsivity. Begins in early adulthood and is characterized by five or more of the 
following:
1. Frantic efforts to avoid real or imagined abandonment.
2. Pattern of unstable and intense interpersonal relationships -  alternate between 
idealization and devaluation.
3. Unstable self-image or sense of self.
4. Impulsivity in two potentially self damaging areas (e.g. gambling, substance abuse).
5. Recurrent suicidal behavior or threats, or self-mutilation.
6. Affective instability due to marked reactivity of mood.
7. Chronic feelings of emptiness.
8. Inappropriate, intense or inability to control anger.
9. Transient, stress related paranoid ideation or dissociative symptoms.
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The DSM definition of BPD is argued by Stone (2000) to have become “the standard in 
general psychiatry” (p. 194). Within DSM IV personality disorders and mental disorders 
are diagnosed on different axes. This is because personality disorders are considered to be 
continuous in nature and display attributes which are relatively persistent and enduring, 
unlike mental disorders which are considered to be characterized by a course of 
remittance or remission (Davidson, 2000).
The International Classifications of Diseases system (ICD-10 WHO, 1992) has 
introduced BPD as a subcategory of the 'emotionally unstable personality disorder'. In 
contrast to the DSM, personality disorders are placed in the same axis as mental 
disorders. It is argued, however, that despite their differences, the ICD-10 and DSM-IV 
definitions, capture two crucial dimensions of BPD, that of impulsivity and affective 
instability (Carrasco & Lecic-Tosevski, 2000).
Epidemiology
It is estimated that the prevalence of BPD within the general population is between 0.2 
per cent and 4.6 per cent (Weissman, 1990), depending on the survey and whether point 
or lifetime prevalence is assessed (Davidson, 2000). Between 30 - 60 per cent of people 
diagnosed with a personality disorder are diagnosed as BPD (APA, 1994). Furthermore, 
it is estimated that 8-11 per cent of mental health outpatients and 14-20 per cent of 
inpatients meet the criteria (DSM IV) for the diagnosis of BPD (Modestin, Abrecht, 
Tschaggelar & Hoffman, 1997, cited in Linehan, 2000).
It is argued that the variation of prevalence rates reflects the poor agreement between 
instruments utilized to measure the disorder across research studies (Davidson, 2000). 
Furthermore, it is argued that self report measures elicit higher prevalence rates than 
structured interviews (Davidson, 2000).
Approximately 75 per cent of individuals with BPD are female (APA, 1994) and the 
majority are single (Carrasco & Lecic-Tosevski, 2000). Individuals with BPD experience
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interpersonal difficulties and unstable relationships problems (Swartz and 1990) and 
therefore, may explain the high prevalence of single females.
Of particular concern, it is reported that between 7 and 38 per cent of all suicides are 
individuals with BPD (Linehan, Rizvi, Shaw & Page, in press, cited in Linehan, 2000). 
Between 60 and 80 per cent of BPD patients engage in parasuicidal behaviours (Linehan 
& Heard, 1993) and it has been reported that approximately 9 per cent of BPD patients 
commit suicide (Frances, Fyer & Clarkin 1986, cited in Linehan, 2000).
Comorbidity with Other Personality Disorders
Research findings have suggested, a high overlap between BPD and other personality 
disorders (Stone, 2000). Oldham, Skodol & Kellman (1992) reported that individuals with 
BPD may also have three or more other personality disorders identified within DSM. 
Zanarini and Gunderson (1990, cited in Stone, 2000) suggest these are most often other 
Cluster B disorders, such as narcissistic, histrionic and antisocial personality disorders. 
This finding does raise the question of the separateness of BPD as a disorder and whether, 
in fact, BPD captures a diverse group of individuals with a broad range of personality 
dysfunction (Kemberg, 1967). Indeed, Numberg, Raskin, Levine, Pollack, Siegel and 
Prince (1991) argue that BPD is not a distinct category within the DSM, but rather it has 
blurred boundaries with the other personality disorders within DSM, which may, 
therefore, affect prevalence rates reported by epidemiological research studies.
Comorbidity with Axis I Disorders
Stone (2000 p. 194) reports a high “admixture” in BPD individuals with Axis I disorders, 
and suggests the most common is major affective disorder. Recent research, however, has 
investigated depressive features in individuals with and without BPD, and suggested that 
there were differences in depressive features, such that those with BPD held more „ 
negative views of themselves, as well as both positive and negative views of others (De 
Bonis, De Boeck, Lida-Pulik, Hourtane & Feline, 1998). It can be argued that these
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findings lend support to the difficulties individuals with BPD demonstrate within 
interpersonal relationships (De Bonis et al, 1998).
The Aetiology of BPD
Historically there has been an ongoing debate between biological theories and 
psychoanalytic theory regarding the aetiology of BPD. More recently, there has been a 
growing consensus of a biopsychosocial theory of BPD, where the aetiology of the 
disorder is viewed as an interaction of multiple risk factors. Carrasco and Lecic-Tosevski 
(2000) suggest that “the origin of borderline personality disorder is multifactorial and 
should be considered a final common pathway for a variety of non-specific predisposing 
neurobiological, early developmental, and social factors” (p.935).
Biological risk factors
There is currently widespread agreement that biological factors influence personality 
traits that underlie personality disorders such as BPD (Carrasco & Lecic-Tosevski, 2000). 
Carrasco and Lecic-Tosevski (2000) suggest that family histories, adoption and twin 
studies highlight a genetic component in BPD. Indeed, individuals who have a first 
degree relative with BPD are five times more likely to present as borderline themselves 
(APA, 1994). Furthermore, Stone (1980) claims that parents of individuals with BPD 
have a higher rate of affective disorder, alcoholism, borderline-type behaviours and other 
cluster B personality disorders. However, one can argue that such factors may hinder 
parents’ abilities to provide a stable validating environment for their child and may be a 
contributing factor to the development of BPD, rather than simply a genetic influence, 
and can, therefore, be described as an intertwining of both.
A major characteristic of BPD is impulsivity (Stone, 2000). Coccaro, Sieyer, Klar, 
Maurer, Cochrane and Cooper (1989) found seretonergic functioning was lessened in 
individuals who presented with impulsive aggression and for those individuals with a 
history of repeated suicide attempts, both features of BPD. Figueroa and Silk (1997) 
claim that medication which increases seretonergic functioning in these individuals has
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resulted in lessening impulsivity behaviours, such as aggressive outbursts and suicide 
behaviours.
Psychological risk factors
Childhood trauma has been identified as significantly high within the BPD population. 
Zanarini, Williams and Lewis (1997) claim that childhood experiences of abuse were 
almost universal amongst this population. The occurrence of childhood sexual abuse has 
been identified in at least 60 per cent of the most severely disturbed BPD patients 
(Carrasco & Lecic-Tosevski, 2000).
Figueroa and Silk (1997) have proposed that childhood trauma may affect the individual’s 
neurobiology, thereby producing noradrenergic hypersensitivity which, in turn, affects the 
hypothalamic-pituitary-adrenal axis. This process, therefore, suggests a link between 
early developmental experiences and neurobiology, which may lead to the development 
of BPD.
However, not all children who are abused develop BPD, suggesting that this it is a 
potential risk factor not an absolute cause. Furthermore, not all individuals with BPD 
have experienced abuse (Paris, 1997). However, it has been argued that childhood abuse 
is an invalidation of a child's thoughts and feelings and is a contributing risk factor for 
developing BPD (Linehan et al, 1991).
Biopsychosocial model
A number of potential risk factors have been identified above. Paris (1994) proposes a 
biopsychosocial model incorporating these factors to explain the aetiology of BPD, and 
cites risk factors such as innate temperament, traumatic childhood experiences and subtle 
forms of neurological and biochemical dysfunction. Paris (1994) argues that 
psychological and social stressors lead to a “transition from innate vulnerability to overt 
psychopathology” (cited in Carrasco and Lecic-Tosevski, 2000, p.935).
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Attachment Theory and BPD
De Zulueta (1999) suggests that there is growing evidence that BPD can be “understood 
as damage to the attachment system” (p.237). Attachment theory originates from the 
psychoanalytical tradition and was developed by Bowlby (1969, 1973, 1980). Bowlby 
(1969) postulates that attachment behaviour is a "universal human need to form close 
affectional bonds" (cited in Fonagy, Target and Gergely, 2000, p. 103). Early attachment 
relationships between child and caregiver are described as a prototype of later 
relationships (Fonagy et al, 2000) and the insecurely attached individual goes on to live 
"in constant anxiety lest he lose his attachment figure" (Bowlby, 1977, p.2O7).
Attachment theorists claim that an infant needs to make a strong attachment with primary 
caregivers to ensure survival. The theory centres upon the reciprocal relationship between 
infant and caregiver and is described by Fonagy et al (2000) as “a precondition of normal 
development in all mammals including humans” (p. 103). De Zulueta (1999) suggests 
that the development of attachment bonds is achieved through attunement, this being a 
process of synchronized behaviours between the infant and the caregiver, which leads to a 
matching of internal states between them.
De Zulueta (1999) argues that the “process of attunement... allows the infant’s early 
physiological and hormonal systems to be regulated by his/her primary caregiver, 
functions he/she gradually acquires as he/she develops” (p.240). Indeed, Fonagy et al 
(2000) suggest that humans are not bom with an innate ability to regulate emotions, but it 
is achieved through a dyadic regulatory system, where the signaling of changes in the 
infant’s state are understood and responded to appropriately by caregivers, and regulation 
is obtained. This promotes successful development of the internal working models of 
relationships. It is argued that “the infant learns that arousal in the presence of the 
caregiver will not lead to disorganization beyond his/her coping capabilities. The 
caregiver will be there to re-establish equilibrium” (Fonagy et al, 2000, p. 104). This 
leads the infant to seek close proximity to the caregiver during times of emotional
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disequilibrium, with the aim of achieving soothing and a return to emotional equilibrium. 
As the infant develops it is argued that his/her behavior becomes purposeful and is 
governed by expectations of outcome. Bowlby (1973) postulates that the infant gradually 
acquires internal representation of previous caregiving experiences, which form 
representational systems.
It is argued that repeated interactions, which are consistently rewarding between infant 
and mother lead to high self-esteem and the capacity to trust (Crittenden & Ainsworth, 
1989). Interactions from the mother which are non-responsive, rejecting or inconsistent 
however, can lead to anxiety, insecurity, lack of self worth and an inability to relate to 
others (Crittenden & Ainsworth, 1989).
The investigation of infant's internal working models was initially assessed in the context 
of infants' relationships with mothers, and derived from observation of an infant's 
behaviour during separation-reunion procedures (Ainsworth, Blehar, Walters & Wall, 
1978). Ainsworth et al (1978) identified three classifications of attachment behaviour. 
More recent research has identified atypical attachment patterns, which do not fit neatly 
into Ainsworth's classification system (Main & Solomon, 1986, cited in Fonagy et al, 
2000); avoidant-ambivalent attachments (Crittenden, 1988, cited in Fonagy et al, 2000), 
and disorganised/disoriented attachments (Main & Solomon, 1986, cited in Fonagy et al, 
2000).
Fonagy et al (2000) argue that parents of children with disorganised/disoriented 
attachment styles lack the ability to infer the child's feelings and needs, and attribute 
inaccurate intentions to children's behaviours and psychological states. Furthermore, 
Patrick, Hobson, Castle, Howard and Maughan (1994) argue that these children are likely 
to develop BPD in adult life. Mahler, Pine and Bergmann (1975) suggested insecurely 
attached children were behaviourally similar to adults with BPD and concluded that this 
attachment experience may lead to the development of BPD in adulthood. However,
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these children were not part of a longitudinal study and, therefore, the conclusions are 
limited by the restrictions of the methodology employed.
De Zulueta (1999) suggests that the quality of caregiver-infant interactions affect the 
infant’s behaviour following a separation. De Zulueta (1999) draws upon the work of 
Bowlby and suggests that through the development of internal representations, termed 
working models, a securely attached infant develops a sense of self and learns to hold an 
image of the caregiver mentally during temporary separations, thereby reducing 
subjective experiences of distress. For those infants without this development, separation 
becomes a destructive experience. It is argued that individuals with BPD. lack internal 
working models and experience loss of attachment figures as an attack on the self. "They 
will make frantic efforts to avoid such abandonment, either real or imaginary, as 
described in the diagnostic criteria for BPD" (De Zulueta, 1999, p.241).
Fonagy et al (2000) report that there is increasing evidence that the development of 
reflective functioning is impaired by maltreatment, and following its development 
regression to non reflective functioning may be triggered by the experience of distress. 
Hostile reactions by the caregiver to an infant’s distress may lead the child to experience 
their own arousal as a danger signal for abandonment, which in turn triggers nonreflective 
functioning. Fonagy et al (2000) argue that during these times of distress the child may 
continue to seek physical proximity to the attachment figure. However, mental proximity 
to a rejecting or hostile figure becomes painful and psychological avoidance may 
develop. Fonagy et al (2000) suggest that attachment theory can, therefore, explain the 
psychopathology of BPD as shown in Table 2 below:
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Table 2: Psychopathology of BPD (Fonagy et al 2000)
1. Unstable sense of self is described as a result of non-reflective capacity and the absence of 
second order representations of internal states (e.g. beliefs, desires, and feelings). Fonagy et 
al (2000) argue that this affects adult interpersonal relationships and often leads the way to 
abandonment, (p. 114)
2. Impulsivity may be due to “a lack of awareness of their own emotional states associated with 
the absence of symbolic representations” (Fonagy et al 2000 p. 114).
3. Emotional instability and irritability. It is argued that reflective functioning is impaired and 
individuals with BPD often hold rigid interpersonal schemata, which hamper their ability to 
hypothesize and interpret others' actions from differing points of view, which can “forestall 
automatic threatening conclusions” (Fonagy et al, 2000 p. 114).
4. Suicidality. Individuals with BPD are described as terrified of abandonment. It is argued that 
suicide attempts may be extreme attempts to forestall feared abandonment and to re-establish 
a relationship. Fonagy et al (2000) argue that abandonment “means the re-intemalization of
the intolerable, alien self image and consequent destruction of the se lf ’ (p.l 15).
So what are the strengths and weaknesses of this theoretical approach to BPD? Firstly, 
the approach does offer a persuasive argument, based upon research findings, of the 
processes involved within parenting, which can contribute to the development of BPD 
(Fonagy et al, 2000; De Zulueta, 1999). Furthermore, Fonagy et al (2000) argue that 
factors within the child, such as biological vulnerabilities, may affect parent-child 
interaction and serve to limit reflective functioning.
It can be argued that individuals with BPD are described in the literature as sensitive to 
the mind states of others, with an ability to employ this to achieve interpersonal control 
and manipulation (Fonagy et al, 2000). This appears to contradict the suggestion within 
attachment theory, of impairment of reflective functioning. However, Fonagy et al 
(2000) argue that this impairment may be context and relationship specific, with 
regression to non reflective functioning occurring only during states of arousal, which are
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perceived as intolerable, such as for individuals with BPD who fear impending 
abandonment. Further research is needed, however, to support this argument.
Attachment Theory and Clinical Implications
Bowlby (1988), in one of his final publications, questioned the application of attachment 
theory to clinical practice. He stated "whereas attachment theory was formulated by a 
clinician for use in the diagnosis and treatment of emotionally disturbed patients and 
families, its usage hitherto has been mainly to promote research in developmental 
psychology. Whilst I welcome the findings of this research as enormously extending our 
understanding of personality development and psychopathology, and thus as of the 
greatest clinical relevance, it has none the less been disappointing that clinicians have 
been so slow to test the theory's uses" (p. ix-x).
West & Keller (1994) argue, however, that although Bowlby did not provide a "complete 
theory of an attachment-based psychotherapy he did, however, provide the core concept 
around which such a theory could be organized" ( p.313) in relation to the treatment of 
BPD.
Within psychoanalysis generally a core component of the process is that of order 
(Bateman & Holmes, 1995), in terms of regularity of session times, duration and setting 
and therapist consistency. These components provide a 'secure base' from which a 'secure 
attachment' may develop for the patient in the therapeutic relationship. As identified by 
Fonagy et al (2000) secure attachment experiences have.often been absent for individuals 
with BPD both within their childhood and subsequent adult relationships.
Indeed, Bowlby (1988) states that the therapeutic relationship provides an individual with 
"a secure base from which he can explore the various unhappy and painful aspects of his 
life, past and present, many of which he finds difficult or perhaps impossible to think 
about and reconsider without a trusted companion to provide support, encouragement, 
sympathy, and on occasion, guidance" (p. 138). Furthermore, the therapist is regarded as
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"a reparative parental figure who provides relational experiences that were missing during 
the individual's childhood. (West & Keller, 1994, p. 323). The secure base permits the 
individual to "explore his representational models of himself and his attachment figures 
with a view to reappraising and restructuring them in the light of the new understanding 
he acquires and the new experiences he has in the therapeutic relationship" (Bowlby, 
1988 p.138).
Transference
Individuals with BPD are described by mental health professionals as notoriously difficult 
to engage and treat successfully (Goldstein, 1999). It can be argued that transference has 
a part to play in this where "the rekindling of an old relationship gestalt and the 
imposition of it onto the therapist " (West & Keller, 1994, p.325) can occur. West and 
Keller (1994) suggest that previous experiences of chronic failures in caregiver 
responsiveness, are re-experienced in response to the therapist and associated emotions 
and behaviours such as anger, distrust and withdrawal are exhibited. The use of 
transference can be used productively, however, to understand the inner world of the 
individual in the here and now, and when the therapist does not 'act out' the assigned role, 
a discontinuity of experience occurs and can provide a "corrective emotional experience" 
(West & Keller, 1994, p. 326).
Countertransference
Countertransference has been defined as "the emotional responses aroused in the analyst 
by specific aspects of the patient" (Bateman & Holmes, 1995, p. lib). This is currently 
viewed by many as interactional in nature, with both patient and therapist "contributing 
from their own psychological worlds" (Bateman & Holmes, 1995, p. lib). Bateman and 
Holmes (1995) suggest that countertransference is a key therapeutic tool in BPD and "the 
therapist will be cast in the role of both rescuer and attacker and must be able to treat 
these two impostors just the same" (p.232). Bateman and Holmes (1995) further argue 
that for therapy to be effective the therapist needs to be able to "disentangle his own
105
Specialist Essay
contributions from those of the patient" (p.232), and responses to the patient require 
examination through "personal analysis or vigilant self scrutiny (p.2j2).
Treatment Outcomes of BPD
To date, there has been a lack of randomized controlled trials and long-term follow up of 
the psychoanalytical approaches to BPD. This particularly pertains to the evaluation of 
the clinical application of attachment theory in treating BPD. However, some outcome 
studies for various psychoanalytical treatments are emerging.
Psychoanalytic Psychotherapy
Stevenson and Meares (1992) reported significant improvements in 62% of their sample, 
when treated with dynamic therapy over one year on a twice-weekly basis. At follow up 
30% of the sample no longer met the diagnostic criteria for BPD, and improvement was 
maintained over one and five years. However, the result must be considered with caution, 
as there was no comparison group.
Reductions in suicidal behaviour were reported in an inpatient therapeutic community 
study, employing both individual and group psychotherapy (Tucker, Bauer, Wagner, 
Harlam & Sher, 1987). However, one cannot say with certainty which aspect of the 
treatment was the effective component.
A recent, but as yet unpublished, in-patient study of transference-focused psychotherapy 
for BPD claims reductions in self harm and parasuicidal acts over a one year period 
(Foelsch unpublished, cited in Stone, 2000). However, Stone (2000) argues that 
treatment efficacy requires long-term follow up, and argues that the current reports of 
efficacy are premature. Furthermore, the results should be treated with caution, as it was 
not a randomised-controlled study.
Bateman and Fonagy (1999) conducted a randomised-controlled trial of 38 clients, 
assigned either to a psychoanalytically informed partial hospitilisation treatment or to a
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treatment as usual control condition. A substantial reduction in parasuicidal behaviour, 
self harm and hospitalization over an 18-month period was reported. Furthermore, 
severity of self-reported mood and psychiatric symptoms also improved significantly 
relative to the control group. However, follow up data is not available. Additionally, one 
can argue that a number of potentially effective components were responsible for the 
improvement, such as therapy, milieu, or contact with staff and, therefore, the effective
component has not been identified.
Bionsvchosocial Theory and Dialectical Behaviour Therapy
Linehan, Armstrong, Suarez, Allmon and Heard (1991) employed biopsychosocial theory 
to address the aetiology of BPD and its associated behavioural patterns. They propose 
BPD is primarily a physiological difficulty in emotional regulation, which is affected by 
invalidating social environments It is claimed that early social environments have 
impaired the individual's ability to regulate their emotions, which are “inherently easily 
triggered, intense, tenacious, and often exceedingly painful emotions” (Scheel, 2000 p. 
69). Linehan et al (1991) stresses "the reciprocal interaction of biological and social
learning influences in the etiology of the disorder (p. 10).
According to Linehan et al (1991) the invalidating environment refers to situations in 
which the experiences and responses of the developing child are 'invalidated through 
disqualifying responses by significant persons, and the child's responses are interpreted as 
inaccurate responses to the situation. Subsequent failures by the child to achieve 
expected outcomes are interpreted by carers as intrinsic negative characteristics of the 
child, rather than as their own unrealistic expectations. Furthermore, as reported earlier, 
there is a high prevalence of childhood abuse within the BPD population which Linehan 
et al (1991) regard as en extreme form of invalidation of the developing child.
Linehan et al (1991) argue that invalidation will prevent an emotionally vulnerable child 
to accurately interpret his/her feelings, nor will the child gam confidence m their
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responses to events. They suggest that the child may oscillate between emotional 
inhibition to gain acceptance and outbursts of emotion to elicit acknowledgment of 
feelings, resulting in pervasive emotional dysregulation. Linehan et al (1991) suggest that 
erratic responses by significant others in the environment to the child s behavioural 
manifestations will lead to intermittent reinforcement of these behaviours, and will lead to 
persistent maladaptive behavioural patterns. Linehan et al (1991) groups the features of 
BPD in a particular way, with dysregulation occurring in the sphere of emotions, 
relationships, behaviour, cognition and in the sense of self.
It is claimed that extreme overt behaviours such as self harm and suicide attempts are 
utilized as maladaptive coping strategies to avoid overwhelming emotions, and are 
required in invalidating environments to gain a helpful response from others (Linehan et 
al, 1991). This claim is supported by the high prevalence of parasuicide and suicide
within a BPD population as reported earlier.
There is a growing consensus that the origin of BPD is multifactorial (Carrasco & Lecic- 
Tosevski, 2000). Indeed, Linehan et al's (1991) use of biopsychosocial theory to explain 
the development of BPD brings together a number of interacting biological, psychological 
and social factors as discussed, and underlies a novel method of therapy for BPD,
Dialectical Behaviour Therapy (DBT) (Linehan et al 1991).
Dialectical Behaviour Therapy
The fundamental dialectic in DBT is between acceptance and validation of the individual, 
as well as there being an emphasis on change (Kiehn & Swales, 1995). It leads to a 
treatment package which focuses on teaching the patient skills needed to (a) modulate 
extreme emotions and reduce maladaptive mood-dependent behaviours and (b) to validate 
their own emotions, thoughts and actions" (Koemer, Miller & Wagner, 1998, p.jO). 
Word constraints of this essay do riot permit a detailed coverage of the manuahsed 
treatment package, however a brief overview is provided.
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The primary goal of DBT is to reduce the frequency and severity of parasuicide acts, 
reduce behaviours which interfere with treatment and finally to improve the individual s 
quality of life. It addresses the difficulties of maintaining individuals with BPD in 
therapy, and is novel in its approach to maintain therapist motivation and well being when 
working with such a challenging client group (Linehan et al, 1991). Indeed, Linehan et al 
(1991) acknowledge the challenges of treating such a notoriously difficult population 
(Goldstein, 1999) and the subsequent risk of therapist burnout. Integral to the treatment, 
therefore, is the provision of therapist support and consultation, which is mandatory for 
all therapists, providing opportunities for support and supervision.
The treatment comprises of weekly-individualized psychotherapy sessions, group 
psychoeducational sessions, utilization of behavioural skills training and telephone 
consultation as considered appropriate, to encourage generalisation of skills. The 
treatment uses problem-solving strategies to facilitate regulation of distress and emotion 
regulation, strategies to validate the individual perceptions. Mindfulness skills are central 
and are “aimed at teaching the patient to observe, describe, and take part in events and 
responses to events without separating him or herself or dissociating from what is 
happening” (Tobena, 2000, p.973).
So what are the strengths and weaknesses of this approach? Linehan et al (1991) have 
employed the use of biopsychosocial theory to underpin their treatment approach, which 
can be seen as a strength, as it supports growing consensus that the origin of BPD is 
multifactorial (Carrasco&Lecic-Tosevski, 2000). Linehan (1993),however, emphasizes 
that this theory is not yet supported by research, but argues that this is not imperative 
since the clinical effectiveness of DBT does have empirical support.
However, there is a paucity of research into the efficacy of DBT, despite its popularity 
amongst professionals. A controlled outcome study and follow up study has been 
conducted (Linehan et al, 1991; Linehan et al, 1993; Linehan et al, 1994, cited in Scheel, 
2000) which compared DBT with treatment as usual in the community. The findings
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suggested that DBT was significantly more effective in reducing parasuicide frequency 
and severity of acts, and led to significantly less hospital inpatient days. However, it was 
less satisfactory in the longer term. Between group differences were not found on levels 
of depression, hopelessness, or survival and coping based reasons for living, neither did 
psychotropic medication reduction occur, which is a goal of DBT.
The findings suggest that the treatment is more geared to reduction of specific behaviour 
outcomes rather than altering personality status (Tobena, 2000). Secondly, the reduction 
in parsuicidal behaviour was more likely due to the skills training within the treatment 
package of DBT, rather than lowered depression, as this did not reduce significantly 
between the groups (Tobena, 2000). However, it can be argued that the reduction of 
parasuicial behaviours was the prioritized goal and should not be minimized.
Bohus, Haaf, Siglmayr, Pohl, Bohme and Linehan (2000) have recently added a 12-week 
inpatient period to the standard DBT package. Reduction in parasuicidal acts was 
significant and, in comparison to the earlier study, decreases in symptoms of depression, 
anxiety, stress and dissociation were found. However, long term follow up studies are 
required to report on its long-term efficacy.
It has been argued that DBT shares components common to many treatments and, 
therefore, it contributes nothing new to the treatment of BPD (Scheel, 2000). 
Furthermore, one cannot be certain which components are more or less effective in the 
treatment of BPD. However, Linehan (2000) argues that outcome studies to date do 
provide evidence of its superiority, and she states that “discovering the unique active 
ingredients of psychosocial treatments ordinarily follows rather than precedes finding that
the treatment as a whole is effective” (p. 115).
A strength of DBT can be said to lie in its manuahsed structure and in its clarity and 
specificity, which, it can be argued, aid its clinical application. Indeed, Scheel (2000) 
reported that professionals changing from working within a psychodynamically oriented
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unit, to DBT, reported it was more easily understood by staff and patients and, in 
addition, “patients felt more supported and less attacked than under the previous
treatment” (p.74).
Further randomized control studies are required (Linehan, 2000). However, the limited 
studies to date all support the efficacy of DBT as an effective treatment in the short term, 
and one could argue the goals of the treatment, as defined by Linehan et al (1991), have
been met.
Conclusion
Individuals with BPD are notoriously difficult to engage and treat (Goldstein, 1999). 
They often engage in parasuicidal attempts, with a proportion achieving suicide. They 
utilize a higher than average proportion of health care services. However, there remains 
paucity in research into effective treatment packages for this client group.
Within this essay two theories were selected; attachment theory and biopsychosocial 
theory, from which explanations of the development of BPD have been explored. 
However, knowledge of the extent and success of their contribution to clinical practice is
limited due to few outcome studies of treatment efficacy.
Of interest, both of the treatment approaches highlight the need for structure within the 
therapeutic process when treating BPD. Furthermore, Fonagy et al (2000) argue that 
psychoanalytic approaches to BPD and DBT have three shared components; (1) they aim 
to establish an attachment relationship with the patient; (2) aim to use this to facilitate an 
understanding of mental states, and (3) attempt to create situations where the patient is 
seen as intentional and is able to perceive this.
Furthermore, Linehan et al (1991) emphasize that treatment success is dependent on the 
quality of the therapeutic relationship. Indeed, integral to both approaches is the
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requirement for therapist support and consultation. In psychoanalysis this is to explore 
issues of countertransference (Bateman & Holmes 1995) and in DBT to enhance therapist 
efficacy, motivation and well being (Linehan et al, 1991).
The enthusiasm with which professionals have accepted DBT suggests that structured 
approaches to the management and treatment of BPD are welcomed and bodes well for 
this often marginalised group of individuals. Furthermore, attachment theory has much to 
offer in understanding the development of BPD in insecurely attached children. The 
identification of insecure attachments in children can both serve as predictors of children 
potentially at risk of abuse, and of the possibility of the development of BPD in 
adulthood. Treatments aimed at facilitating secure attachments and effective parenting 
may well reduce psychopathology in later life. However, to date no research studies have 
investigated the efficacy of such preventive measures to reduce BPD development.
There are an increasing number of treatment approaches to BPD. However, it is true that 
systematic evaluation is still in its infancy (Davidson, 2000). To conclude, clinical 
psychologists working with this population have a professional duty to apply evidence 
based best practice. It is, therefore, imperative that controlled trials report the efficacy of 
interventions such as DBT and psychodynamic approaches, to inform our choices of 
intervention for individuals with BPD, who are at such a high risk of self-harm 
behaviours and suicide, to ensure the optimum outcome for these individuals.
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Summary of Clinical Experience
1. Adult Mental Health
Location: The Hollies Community Mental Health Team - Aldershot
Trust: Surrey Hampshire Borders NHS Trust
Dates: October 1999 to March 2000
Supervisor: Jenny Trust
This placement was based in a community mental health team. The primary model was a 
cognitive behavioural approach. A range of clients were seen for individual interventions. 
Clients were both male and female. Clinical problems included depression, social phobia, 
hypochondriasis, bulimia nervosa, post-traumatic stress disorder, panic attacks, 
bereavement issues and addictions. Anger management was provided for a perpetrator of 
domestic violence. One neuro-psychological assessment was completed, and two neuro­
psychological assessments were observed. Psychometric assessments were completed and 
served as treatment outcome measures and diagnostic tools. A cognitive behavioural 
anger management group was co-facilitated with a consultant psychiatrist. The group 
consisted of 8 clients, (both male and female) over a period of 12 sessions.
2. People with Learning Disability
Location: Community Team for People with Learning Disabilities, Frimley
Trust: Surrey Hampshire Borders NHS Trust
Dates: April 2000 - September 2000
Supervisor: Heinz Kobler
This placement was based in a community multi-disciplinary learning disabilities team. 
Assessments and interventions were primarily cognitive behavioural and behavioural 
with systemic issues considered. A range of clients were seen for individual 
interventions. Clients were both male and female. Clinical problems included obsessive 
ruminations, anger management difficulties and depression. A range of assessments were 
conducted for example a parenting skills assessment, cognitive assessments and an 
assessment for Autism using the Gilliam Autism Rating Scale. A cognitive behavioural 
assertiveness group for females was co-facilitated with a trainee clinical psychologist. 
The group consisted of 8 clients, over a period of 7 sessions.
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3. Child and Family 
Location: Child and Family Services, Buryfield Clinic, Guildford 
Surrey Hampshire Borders NHS Trust 
October 2000 - March 2001 
Olwen Wilson
Trust:
Dates:
Supervisor:
This placement was based in a community multi-disciplinary child and family team. 
Assessments and interventions were primarily cognitive behavioural, behavioural and 
systemic approaches. A range of clients were seen for individual interventions. Clients 
were both male and female. Clinical problems included: feeding, toileting and sleeping 
difficulties, social phobia, depression and self harm, school refusal, obsessive compulsive 
disorder and behavioural difficulties following parental separation. For two clients, child 
protection issues were raised. Cognitive assessments were conducted for 3 children. An 
Anger Management Programme was co-facilitated (with an assistant psychologist), using 
a Cognitive Behavioural approach, and narrative techniques. This consisted of j  clients, 
over a period of 7 sessions.
4. Older Adult
Location: Older Adult Psychological Services, Haselmere Hospital
Trust: Surrey Hampshire Borders NHS Trust
Dates: March 2001 to September 2001
Supervisor: Ian Kneebone
This placement served both inpatient and outpatient settings and a day care service for 
alzheimers. Assessments and interventions were primarily rational emotive behavioural, 
cognitive behavioural, behavioural and systemic approaches. A range of clients were seen 
for individual interventions. Clients were both male and female. Clinical problems 
included: depression, grief issues, attempted suicide, depression- post cerebral vascular 
accident, anxiety, and adjustment difficulties to Progressive Supra Nuclear Palsy. A range 
of psychometric assessments were completed for dementia, cognitive functioning and 
dysexecutive syndrome. A cognitive behavioural falls group consisting of 6 clients, over 
a period of 6 sessions was co-facilitated an a reminiscence group for alzheimers sufferers 
consisted of 6 clients, over a period of 6 sessions.
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5. Specialist Placement - Forensic (12 months)
Location: Psychology Department, Broadmoor Maximum Security Hospital
Trust: West London NHS Trust
Dates: October 2001- September 2002
Supervisor: Pat Short
This placement was based in a maximum-security hospital for mentally disordered 
offenders. Interventions were primarily cognitive behavioural, systemic and psycho- 
educational approaches. A range of clients were seen for individual interventions. Clients 
were both male and female. Clinical problems included: childhood sexual abuse; 
childhood physical abuse, threats to kill, schizophrenia, low self-esteem and relationship 
difficulties, anger outbursts, self harm and psychogenic amnesia of the Index Offense. 
Psycho-educational work was undertaken to address insight into mental illness and drug 
misuse. Assessments included; psychosexual, personality, cognitive functioning, 
suggestibility and fire setting assessments. A cognitive behavioural group for elf esteem 
and assertiveness was co-facilitated with an Occupational Therapist for 10 sessions for 12 
females. A narrative group for females was co-facilitated with an Occupational Therapist 
and Psychiatric Nurse addressing family awareness. This group consisted of 6 clients, 
over a period of 6 sessions.
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Summary of Adult Mental Health Case Report
1. Adult Mental Health
Referral and Presenting Problem
A 50 year-old female was referred with phobic anxiety, with a specific fear of passing 
wind in public.
Initial Assessment
This took place over two sessions. Information was gathered regarding the client's 
personal and family background, her current functioning, and the history and current 
features of the presenting problem. A range of questionnaires were used such as the BAI 
and BDI. These indicated that she was severely anxious, but not clinically depressed. The 
Fear of Negative Evaluation form indicated a high level of fear of negative evaluation by 
others.
Formulation
The development and maintenance of her social phobia was interpreted in line with Clark 
and Wells cognitive model of social phobia (Clark and Wells 1995). The client 
experienced a fear of passing wind in public, particularly in the presence of men. This led 
to feelings of panic and changes in physical arousal. When entering feared social 
situations, negative beliefs were maintained, as a result of cognitive, somatic and 
behavioural responses, and this in turn set up several vicious cycles. Long term 
maintenance was developed through a range of avoidance behaviours.
Intervention
This took place over approximately 12 sessions and used a cognitive behavioural 
approach to assist her understand her fear of negative evaluation. Cognitive strategies 
were used to identify and challenge negative automatic thoughts and underlying beliefs. 
Behavioural experiments were conducted to test new behaviours and responses from 
others.
Outcome
The client reported a significant decrease in time ruminating on her fears, and a lessening 
of fear. She reported an increase in her quality of life. Scores on the BDI and BAI 
indicated no evidence of depression and a decrease in anxiety. (BDI fell from 7 to 3 and 
BAI fell from 27 to 8). Scores on the FNE fell from 27 to 3.
125
Summary of People with Learning Disabilities Case Report
2. People with Learning Disabilities
Referral and Presenting Problem
A 60-year-old lady with Down's syndrome was referred when care staff raised concerns
about challenging behaviours, which were becoming difficult to manage.
Initial Assessment
This took place over 8 sessions. Staff described an increase in challenging behaviour, 
such as feacal smearing and decreases in motivation and interaction with residents and 
care staff. The client communicated with the trainee through written communication and 
was keen to engage. A previous cognitive assessment had been conducted.
Formulation
There was evidence to suggest that cognitive functioning was lower than the expectations 
of the staff. It was considered appropriate to assess for dementia, as there are identified
links between Down's syndrome and dementia.
Extended Assessment
This took place over approximately 15 sessions. Client assessments included The Leiter 
International Performance Scale (Leiter 1979, LIPS) a non-verbal assessment and the 
Boumewood Assessment for Dementia in Down's Syndrome The findings suggested 
deterioration in intellectual functioning and poor cognitive functioning in the domains of 
memory and orientation. It was considered possible that the client was showing early 
signs of dementia. However from the varied results gained and the few skills changes 
reported by staff, it was considered unlikely that the Challenging Behaviours could be 
described solely as clinical manifestations of early dementia. Therefore a more 
comprehensive assessment was conducted. Information was gathered using a functional 
analysis, momentary time sampling and staff and client interviews. Allegations of sexual 
and physical abuse by a male resident were made and later confirmed by a care worker. A 
full investigation followed using NHS Trust Policies 
Outcome
A full psychological report was sent and discussed with staff. This detailed organic 
changes and other potential causes of the challenging behaviour. Recommendations were 
made, such as to regularly reassess the client, to ensure protection for this vulnerable 
adult, and staff changes required regarding communication with the client.
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3. Child and Adolescent
Referral and Presenting Problem
Three, nine and ten-year-old boys were referred for difficulties in anger management and 
aggressive outbursts.
Initial Assessment
This took place over one session, with the mothers' present and with the child alone at the 
end of the session. Information was gathered regarding the clients developmental, 
medical, educational history and of previous psychological interventions. A full 
description of the referred problem was gathered from the child and family perspective. 
The Childrens Inventory of Anger Questionnaire was used to obtain baseline measures of 
anger.
Formulation
Each child' anger and aggression was interpreted in a cognitive behavioral framework 
(Feindler 1990). During assessment, it became apparent that all 3 children held negative 
automatic thoughts and cognitive biases. Their anger was interpreted using a cycle of 
anger. The cycle incorporates 6 core elements. It is suggested that negative interpretations 
of a trigger are influenced by beliefs, and will shape feelings and affect. The underlying 
principle of this approach to anger was that skill acquisition to cope or challenge each 
stage of the anger cycle would develop anger management.
Intervention
An anger management group was run over six sessions. Two parents' workshops were 
facilitated to assist parental understanding of the intervention and support the 
generalization of skills. A number of cognitive techniques were employed to address 
negative automatic thoughts and beliefs. Narrative techniques were used to externalize 
anger and focused on skill development for managing aggressive outbursts.
Outcome
Scores from the Children's Inventoiy of Anger showed all had reduced in level and were 
now below the standardized mean. Anger diaries were mostly completed, and subjective 
accounts of aggression reduction confirmed that anger management was being developed. 
Parents reported a decrease in the frequency and intensity of anger and aggressive 
outbursts for each of their sons.
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4. Older Adult
Referral and Presenting Problem
A 68-year-old man was referred for assessment, on account of anger outbursts and lack of 
insight, following a recent Cerebral Vascular Accident (CVA) involving right fronto­
parietal lobes. He had a left-sided hemiparesis and was right handed. He was an inpatient 
on a rehabilitation ward.
Initial Assessment
This took place over 3 sessions. Information was gathered regarding his family and 
occupational history, medical history and current functioning. Responses to questions 
were over elaborate, often off track and circular. Neither the client nor his wife had noted 
any obvious changes in cognitive functioning following the CVA. A short test of 
Semantic and Phonological Fluency sensitive to executive impairment highlighted 
responding within the abnormal range.
Neuro-psvchological Assessment and Formulation
The initial assessment had identified the occurrence of impulsive behaviours, and 
executive impairment. Over 5 sessions the client completed the following neuro­
psychological tests: ME AMS (version B); WAIS-HI; NART; The Hayling and Brixton 
and Doors and People. During tests which the client found difficult, he initially became 
angry with the tester. However following reassurance and discussion he would calm. It 
appeared the client was surprised by the difficulties he experienced with some tasks.
Outcome
Comparison between premorbid IQ (obtained from NART estimated IQ) and current 
cognitive functioning as measured by the WAIS-HI a general cognitive impairment was 
indicated, following the occurrence of the CVA. Significant difficulties in the recall of 
newly acquired verbal information were identified, and there were specific deficits in 
executive functioning that suggested Dysexecutive Syndrome. An action plan and 
recommendations were fed back to the client and his wife, and the clinical team.
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5. Specialist Placement - Forensic
Referral and Presenting Problem
A 41-year-old man in a maximum-security hospital was referred for unresolved child­
hood issues.
Initial Assessment
An assessment was conducted over three sessions, using a variety of information sources. 
Firstly a clinical assessment interview explored historical information about the client and 
identified problems. Information was gathered from the clinical team and from case 
notes. One problem was selected as the goal of therapy. The client had been 'gang-raped' 
at the age of 15 years. He continued to experience feelings such as shame and guilt.
Formulation
A narrative formulation was chosen to inform the intervention, as it was considered that 
the client would not engage with a cognitive behavioural approach. A dominant story of 
masculinity was identified which acted as a lens through which the client interpreted his 
experience of being raped. In addition mis-interpretation of arousal at the time of the rape 
maintained a dominant story of culpability and fear of homosexuality. This all impacted 
upon his life in a variety of ways.
Intervention
This involved nine sessions. A narrative approach used techniques to facilitate change, 
which included extemalization, exploring alternative realties and deconstruction of 
dominant stories. Themes, which were addressed, were fear of other knows he had been 
abused and fear of homosexuality. A psycho-educational component was included to 
inform the client of other survivors' experiences.
Outcome
There were noticeable changes in the dominant story of masculinity. The client reported 
he had 'resigned' from this and an alternative meaning of masculinity was developed. The 
client reported feeling less troubled by the experience and described himself as a 
survivor, and no longer a weak participant. Members of the clinical team reported 
changes in the clients such as more openness in groups.
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Abstract
In recent years there has been increased public awareness of Domestic Violence (DV) 
as a major health problem and public health issue. This paper describes a survey 
undertaken within a Community Mental Health Team (CMHT), to investigate the 
extent to which mental health professionals were working with issues relating to DV. 
The impact of DV upon the mental health of victims has been identified in previous 
studies (Jaffe, Wolfe, Wilson & Zak, 1986). The identification, by health care 
professionals, of the occurrence of DV has been shown in previous research to be low 
(Smith, Baker, Buchan & Bodiwala, 1992). The relevant literature is reviewed.
A survey is described which identified victims and perpetrators fi’om the caseloads of 
professionals, within a CMHT. This survey identified that routine enquiry by 
professionals, of DV experience, was not occurring, and identified factors which
contributed to not enquiring about DV experience.
Training requirements were identified by team members. The results of the survey have 
been gathered to inform the service of staff training needs, and recommendations have 
been made for the development of a service protocol, for structured enquiry of DV 
experience, aiming to ensure that the provision of adequate care is offered to clients 
with experiences of DV.
132
Service Related Research Project
Introduction
Since the 1970's Domestic Violence (DV) has changed from being a private matter into 
a major public concern (Jaffe, Wolfe, Wilson & Zak, 1986). DV has been described as 
a 'major health problem' (Smith, Baker, Buchan & Bodiwala, 1992) and is increasingly 
seen as a public health issue (Shephard & Farrington, 1993).
For the purposes of this survey, Johnson's (1995) definition of DV is used, where DV 
is defined as the physical, sexual or mental abuse of one person, by another, with whom 
there is (or has been) an intimate relationship. Research has highlighted that
perpetrators of DV can be either male or female (Smith et al, 1992), however ' most
research testifies to the fact that in the overwhelming majority of cases, DV is 
perpetrated by men against women' (Smith, 1989, p i5). A review of the literature 
suggests that the majority of DV research to date has concentrated upon female 
victims, and upon physical violence. Johnson (1995) suggests this bias is defensible on 
the basis that most DV consists of abuse of females by male partners/ex partners. For 
this reason the research in the current survey has focused on female victims.
The scale of DV within the United Kingdom continues to be unknown (Smith et al, 
1992). It is suggested that current figures consistently underestimate the prevalence of 
DV (Johnson, 1995, cited in Kingston and Penhale, 1995). It is recognized that DV 
often occurs in private, and Johnson (1995) suggests that most incidents go 
unreported. Tentative estimates suggest that over 25% of couples experience DV at 
some time in their relationship (Strauss, Gelles & Seinwetz, 1980). Physical violence is 
reported to be experienced by up to 1 in 3 couples (Borkowitz, 1983). At its most 
extreme, crime figures report 'that almost half of all homicides of women are killings by 
a partner or ex partner’ (Johnson, 1995, p. 128) with one woman killed every 3 days by 
a male partner or ex partner within England alone (The Surrey Care Trust Newsletter 
April, 1998).
Johnson (1995) argues that DV occurs equally across ethnic groups and all socio­
economic levels (Martin, 1976; Dobash & Dobash, 1980; Andrews, 1987). Research
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with female victims of DV suggests that physical violence experienced by many is both 
severe and prolonged, and damaging effects upon both physical and mental health have 
been documented (Johnson, cited in Kingston and Penhale, 1995, p. 130).
Research suggests that 'abused women are more likely to be in touch with the health 
service than any other agency...yet....health service professionals, such as GP's, health 
visitors and nurses, very often fail to help them' (Johnson, 1995, p.127). Survey data 
has highlighted that 'though many health professionals see abused women in the course 
of their work, relatively few identify the real cause of the women’s injuries or distress' 
(Johnson, 1995, cited in Kingston and Penhale, 1995, p. 129). Klingbeil and Boyd 
(1984, cited in Jaffe et al, 1986) report that DV 'in many cases is not recognized in the 
assessment of the aetiology of medical and psychological disorders' ( p.625).
Stark, Flitcraft and Frazier (1979) investigated the medical records of 481, women. 
Only 14 victims of DV had been identified by doctors, suggesting that 1 in 35 women 
were victims of DV. However, the figure identified by researchers was 1 in 4. 'What 
the physicians described as a rare occurrence was in reality an event of epidemic 
proportions' (Stark et al, 1979, cited in Johnston and Penhale, 1995 p. 140). A follow 
up study of these women identified that 1 in 4 victims went on to attempt suicide at 
least once, 1 in 7 victims were eventually sectioned within psychiatric units, and more 
than 1 in 3 were referred to community psychiatric services. For the majority of these 
victims it was ascertained that such mental health problems only emerged after the first 
incident of DV.
Indeed, Jaffe et al (1986) report that victims of DV 'represent a population that is at an 
elevated risk of developing pronounced mental health problems' (p.628), such as 'a 
prolonged pattern of depressed affect, a general sense of helplessness, fear and social 
withdrawal' (Walker, 1979, cited in Jaffe et al, 1986, p.625). Jaffe et al (1986) 
suggests that victims report more somatic complaints, have increased levels of anxiety 
and more symptoms of depression. However, it has been reported that often the cause 
of these symptoms is overlooked (Hilberman, 1979), and victims are often given 
inappropriate psychiatric diagnoses (Douglas, 1984, cited in Jaffe et al, 1986).
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With regard to perpetrators of DV, no studies within the literature were found which 
assessed the identification of DV perpetrators by health care teams. However, 
considering the estimated prevalence of DV, it is certain that health care professionals 
work with such individuals, but the likelihood of disclosure to professionals is 
considered to be low (i.e. Johnson, 1995)respecially if not explored.
In light of the above it appears that DV often goes undetected within the assessment of 
the aetiology of mental health disorders (Klingbeil & Boyd, 1984, cited in Jaffe et al, 
1986). Inadequate training on DV, and lack of management policies have been cited as 
the causes for such non-identification (Smith et al, 1992).
The research findings highlight that victims have an elevated risk of developing 
pronounced mental health problems and, at the most extreme, are at risk of homicide. 
It becomes apparent that many referrals to mental health care professionals will include 
victims of DV, as well as perpetrators. However, little is known about the current 
extent to which professionals in CMHTs have identified DV in client's histories or the 
extent to which they are explicitly addressing issues of DV with clients.
The team surveyed in the current study is a multidisciplinary CMHT, providing a range 
of services to adults with mental health problems. The team comprises of psychiatrists, 
community psychiatric nurses, social workers, occupational therapists and clinical 
psychologists. Preliminary questioning of the team revealed that no figures were 
available as to the number of clients who had experienced DV. Furthermore, no data 
was available regarding the extent to which DV formed a focus of therapeutic work. 
At the time of questioning, service protocols about DV were not available, and training 
requirements for team members appeared to be unknown. In the light of this it was 
agreed that a survey of these issues would be helpful to inform future service provision 
and team requirements.
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The specific aims of the study were as follows:
1 To identify the extent to which a history of suffering or perpetrating DV, in 
referred clients, is identified by CMHT professionals.
2 To identify the extent to which issues relating to DV were being addressed with 
clients.
3 To identify previous training for managing DV, and identify team demand for 
future training.
A supplementary question arising from my clinical supervisor's experience and 
interests, was whether respondents were receiving supervision for intervention work 
with either victims or perpetrators of DV.
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Method
Design
This was a cross sectional questionnaire survey of a CMHT working with adults. 
Participants
Participants were team members of a CMHT. This comprised of 3 psychiatrists, 2 
clinical psychologists (1 qualified and 1 trainee), 2 occupational therapists, 5 
community psychiatric nurses, and 5 social workers (4 qualified and 1 trainee).
Measures
Therapist rp.roprnition. and working with DV, in clients with Adult Mental Health Difficulties 
A questionnaire was developed for completion by the team members of the CMHT. 
The questionnaire recorded details of the following information.
1 Establish the numbers of clients defined as active or dormant. On the basis of a 
client printout, therapists were asked to divide their total caseload into the number 
of clients defined as currently active or dormant. (Dormant defined as remaining on 
the caseload but receiving no services from the therapist). This information sought 
to identify the number of clients receiving active intervention.
2 Number of clients on whole caseload identified as currently/previously experiencing
DV.
3 Number of clients actively being worked with on issues related to DV.
4 Number of clients actively being worked with on issues related to DV with another
team member.
5 Respondent's perception of which professionals they would refer to for working
with victims/perpetrators of DV
6 Frequency with which respondents ask about DV, using a 5 point Likert scale
(Never, Rarely, Sometimes, Often, or Always).
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7 Reasons for non assessment of DV, providing 12 statements, to be rank ordered, 
from 1 being most likely, to 12 being least likely, reason to influence decision not 
to enquire about experiences of DV.
8 Whether supervision or training received in relation to DV.
Therapists were asked to complete separate questionnaires for victims and perpetrators 
(see Appendix 1).
Procedure
Each team member was provided with a cover letter (see appendix 2), two 
questionnaires (one to complete for clients identified as victims, the other for those 
identified as perpetrators), and a representative sample of their individual caseload.
The cover letter briefly described the details and purpose of the study, advised 
participants of their right to withdraw, and of the confidentiality of their responses. 
Participants were requested to complete the questionnaires within 7 days, and return
th em  in a sealed envelope, in a designated tray for collection.
Each participant received a computer printout from the client database, (all extracted 
on the same date), identifying their individual caseload. Participants were instructed to 
respond only for the named clients on the printouts, and not for additional client 
allocations/discharges which occurred subsequent to the printout. The printout of 
clients aimed to ensure the team were considering a caseload from the same time 
period. It was also considered that the printout would assist recall of clients during the 
specified period. Named identification of clients in responses to the questionnaire was 
not required. Participants were instructed to destroy printouts upon completion of 
questionnaires.
Participant Debriefing and Feedback to the Service
Participants were advised at a team meeting, that upon completion of the 
questionnaires, the researcher would be available to discuss any questions. Finally,
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team members were informed that a copy of the survey's findings would be made 
available to the CMHT.
Results
Participants
There was a 71% (n=12) response rate. The mean number of years of professional 
experience was 11, (range 6 months to 25 years).
Caseload
The total caseload for respondents was 354 clients. The mean caseload was 30 clients 
(range 11 to 48 clients). 92% (n=ll) of respondents were actively working with all of 
the clients on their caseload.
When calculating individual caseloads, clients receiving multidisciplinary working were
included as separate clients for each professional.
Client Details
Prevalence of DV within client population
Of the total caseload 15% (n=53) were identified as victims of DV and 3% (n=12) as 
perpetrators. In order to ensure that each client was entered into the analyses once, 
those working with more then one team member were identified and included once 
only for calculation Therefore, of the team caseload 1 • 7 were classified as victims, 
and 1 : 30 as perpetrators.
Of the victims, 29% (n=16) victims were identified as currently experiencing DV.
One of the perpetrators (8%) was reported as currently being involved in DV.
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Respondents Recognition and Working With DV 
Assessment of DV by participants
Table 1: The frequency with which respondents routinely ask clients during assessment 
if they had experience of DV
Frequency of Enquiry % (n) asking if Victim of DV %  (n) asking if perpetrator of DV
Never enquire (n= 0) 0% (n=2) 17%
Rarely enquire (n=2) 17% (n=4) 33%
Sometimes enquire (n=7) 58% (n=5) 42%
Often enquire (n=2) 17% (n=l) 8%
Always enquire (n=l) 8% (n=0) 0%
Only 25% of respondents appeared to routinely ask clients about being a victim of DV 
(i.e. always or often enquired).
Barriers to asking about DV
Participants rank ordered 12 factors, which may reduce the likelihood of enquiring 
about DV. (1 being the most likely reason not to enquire, up to 12 being the least likely 
reason not to enquire).
Rank ordering of factors was obtained by summing the total scores awarded for each 
factor. Scores for reasons were placed in rank order from lowest to highest. It was 
decided to employ this method of scoring, as data was not interval data. Furthermore, 
2 respondents did not complete rank ordering of factors and, therefore, a decision was 
made to exclude their data from this rank analysis. Findings shown in Tables 2 and 3.
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Table 2; Rank order of reasons not to enquire about DV for Victims
Factor number 
and total score ( )
1 (16) Not feeling it necessary to ask if no indication of DV is given by client
2(18) The issue is not relevant to referral or treatment of presenting problem
3(23) Not feeling clinicallv competent to work with victims of DV
4 (26) The client appears not to consider it relevant
5(34) Uncertainty about your professional responsibility in dealing with this issue
6 (39) Lack of training in this area
7(51) Clients resistance to discuss this issue
8 (67) Fear/concern of upsetting client
9 (76) It is not part of your role to work with this issue, unless primary reason for 
referral
10 (89) Concern that if you enquire about DV it may negatively effect therapeutic 
relationship
11 (105) Feeling threatened/intimidated by client
12 (111) Fear of client becoming angry/aggressive
Table 3: Rank order of reasons not to enquire about DV for Perpetrators
Factor number 
and total score ( )
1 (21) Not feeling clinically competent to work with perpetrators of DV
2 (29) Not feeling it necessary to ask if no indication of DV is given by client
3 (39) Lack of training in this area
4 (46) It is not part of your role to work with this issue, unless primary reason for referral
5 (67) Fear/concern of upsetting client
6 (72) Uncertainty about your professional responsibility in dealing with this issue
7 (78) The issue is not relevant to referral or treatment of presenting problem
8 (83) Concern that if you enquire about DV it may negatively effect therapeutic 
relationship
9 (88) Clients resistance to discuss this issue
10 (97) Fear of client becoming angry/aggressive
11 (103) The client appears not to consider it relevant
12 (109) Feeling threatened/intimidated by client
For both victims and perpetrators a likely reason for therapists not to enquire about 
DV, is not feeling it necessary to ask if no indication is given by the client, and not
feeling clinically competent to work with the issue of DV.
Extent of working with victims of DV
34% (n=19) of victims were identified as receiving active work from the respondent for 
DV related issues. 7% (n=4) were identified as receiving multidisciplinary working. 4% 
(n=2) were identified as receiving out of team intervention and 55% (n=30) as not 
requiring any intervention, as shown in Figure 1.
141
Service Related Research Project
W ork with Victims of DV
> ,3 4 %
D Respondent as 
primary therapist 
D Multidisciplinary 
working 
□  Outside agencies
55%  1 D No work on DV 
related issues
7%
4%
Figure 1: The percentage o f work with victims o f DV 
Extent o f working with perpetrators o f DV
17% (n=2) o f perpetrators were identified as receiving active work for issues related to 
DV and 83% (n=10) not requiring any intervention related to DV, as shown in Figure
2 .
Work with Perpetrators of DV
17%
D  Respondent as 
primary therapist
D N o work on DV 
related issues
83%
Figure 2: The percentage of work with perpetrators of DV
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Perception of professional groups most suited to work with victims/perpetrators
Participants were asked to indicate which professional groups within the team they 
were most likely to refer victims/perpetrators to, for work on DV issues. See Table 3.
Table 3: Preferred professional groups for working with victims and perpetrators of
DV
Professional Groups Selection for 
Victims % (n=12)>
Selection for 
perpetrators % (n=12)
Family Therapy 50% (n=6) 33% (n=5)
Psychology 50% (n=6) 42% (n=5)
Social Work 25% (n=3) 33% (n=4)
Psychotherapy 17% (n=2) 17% (n=2)
Psychiatry 8% (n=l) 25% (n=2)
Psychiatric Nursing 8% (n=l) 0%
Forensic Team 0% 25% (n=3)
Family Therapy and Psychology were considered the most appropriate professionals to 
refer both victims and perpetrators of DV, for intervention.
Training and Supervision for DV Work
83% (n= 10) of respondents had received no training on working with issues of DV 
(victims/perpetrators), and 67% (n= 8) of respondents requested training.
50% (n=5) of respondents actively working with victims, and 40% (n=2) of 
respondents actively working with perpetrators, reported receiving supervision for this 
work.
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Discussion 
Prevalence of DV
The data presented here are consistent with the existing literature, suggesting an under­
identification of DV by health care professionals, when comparing CMHT 
identification figures and the proposed national prevalence figures of DV (Smith et al, 
1992). Current estimates of DV suggest that it is experienced by over 1 in 4 couples 
(Strauss et al. 1980). It was considered that the prevalence of DV experience, within a 
CMHT caseload, would be higher than the national prevalence estimates, as DV is 
reported to have damaging effects upon mental health (Johnson, cited in Kingston and 
Penhale, 1995), and frequently leads to psychiatric referral (Stark et al, 1979).
The findings of this survey identified 53 victims and 12 perpetrators of DV, suggesting 
that 1 in 7 clients were a victim of DV, and 1 in 30 were perpetrators.
These findings suggest that DV is being under-identified within the team, as only a 
relatively small number of team members routinely ask about DV. However, as no 
independent investigation of rates of DV within the clients was carried out, no 
comparison can be made between rates of DV identified by the team and the rates of 
DV in the sample. In retrospect, this is regarded as a weakness of the study.
Assessment of DV
From the data gathered, information is provided on the routine assessment of DV by 
health care professionals within the CMHT. It is possible that the reason for the lower 
than anticipated prevalence figures in the sample, echo the claims of Klingbeil and 
Boyd (1984 cited in Jaffe et al, 1986), that DV is often not identified in the assessment 
of mental health problems. Indeed, 58% of respondents within the survey reported that 
they only ’sometimes' asked clients during assessment if they had experience of DV as a 
victim, and 42% enquiring only 'sometimes' for perpetrators. The findings are 
consistent with previous research, which reports infrequent assessment of DV by health 
professionals (Borkowski et al, 1983). These findings suggest that health professionals 
are likely to fail to identify victims/perpetrators of DV, especially when clients display a
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reluctance to inform professionals of DV without prompting (Pahl, 1995, cited in 
Kingston and Penhale, 1995).
Reasons for Failure to Enquire About DV
The most likely reason reported for not enquiring if a client was a victim of DV was 
when no indication of DV is given by the client. Another high ranking factor for not 
enquiring, was not feeling clinically competent to work with victims of DV.
With regard to perpetrators, slightly different reasons were reported as affecting the 
likelihood of enquiry. The most likely reason for not enquiring was not feeling clinically 
competent to work with perpetrators of DV and the third most likely reason for not 
enquiring was lack of training for DV issues.
The findings suggest that reasons such as not feeling clinically competent to deal with 
issues related to DV, and lack of training on DV, contribute to not enquiring about 
DV. These findings appear consistent with Smith et al's (1992) claim that inadequate 
training about DV can lead to non-identification through non-exploration. McLeer and 
Anwar (1989) introduced an assessment protocol for DV for staff in an Accident and 
Emergency department in the USA. Identification of victims increased significantly 
following use of the protocol and training.
Training and Supervision
83% of respondents reported having received no training for DV and 67% requested 
training in the future. Furthermore only 50% of respondents actively working with 
victims of DV reported receiving supervision for this work, and 40% of those working 
with perpetrators received supervision. It is of concern that over half of intervention 
work related to DV is reported as un-supervised by clinical supervisors.
The findings are interesting and disturbing. Research has shown that following 
'effective training, professional practice had been reshaped, assessment skills sharpened, 
empathy increased and previously unknown interventions now integrated into daily 
practice' (Mandt, 1995, cited in Kingston and Penhale, 1995 p. 143). The lack of
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training reported by respondents is concerning, and highlights a service need for 
training within this area.
Extent of Working with Issues of DV
Finally, the findings suggest that only 34% of victims and 17% of perpetrators were 
receiving intervention for DV issues. In retrospect, it can be seen that the survey failed 
to identify specific reasons for non-intervention and it is, therefore, difficult to draw 
conclusions. It is possible that factors such as therapists not feeling clinically competent 
to work with DV and lack of training contributed to non-intervention. Indeed, Mandt 
(1995) argues that lack of training leads to under-identification of DV, and also to 
lower rates of active intervention than required when identification has occurred.
A limitation of this survey is the small sample size and, therefore, the findings should be 
treated with caution. Furthermore, it is possible that respondents’ recall of client 
information was not always accurate, as it is possible that case notes were not 
consulted to inform responses.
Conclusion
The data indicates that although team members are identifying victims and 
perpetrators, routine enquiry is not standard and varies within the team and within 
professionals' own practice. Furthermore, active work with clients related to DV issues 
is relatively infrequent, although reasons were not specified. There are strong grounds 
for attempting to identify related issues, as it is a cause of morbidity as well as 
mortality and is described as a 'major health problem (Smith et al, 1992). A high 
proportion of respondents requested training within this area. This is encouraging, as 
research to date suggests that training provision and the development, and use of 
standardised protocols to enquire about DV, ensures greater detection rates and are
necessary to ensure the provision of adequate care.
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APPENDIX 1
QUESTIONNAIRE 1. , Victims
QUESTIONNAIRE 2. Perpetrators
Q U E S T IO N N A IR E  1. V IC T IM S  O F  D O M E S T IC  V IO L E N C E
This questionnaire aims to determine the extent to which staff within the team, work 
with Victims o f  Domestic Violence, in order to assess the current service provision A 
list o f  clients currently being seen by you is attached to help you complete the 
following questionnaire. All replies will be strictly confidential and anonymity will be 
maintained by the researcher.
Please indicate your profession
Psychiatry Nursing Other
Social W ork Psychology Please specify.............
Occupational Therapy
Total number o f  years in profession..............................
1. How many clients are on your case load9 ...........
2. How many clients on your case load are you currently working w ith?..
3. a) How many clients on your caseload, are currently experiencing Domestic
Violence (V ic t im s)?  .
b) How many clients on your caseload, have previously experienced Domestic 
Violence (Victims)?   .
4. a) How many clients (previously o r  currently experiencing Domestic Violence - as 
Victims), are you actively working with on this issue as the primary th e ra p is t? ......
b) How many clients (previously or currently experiencing Domestic Violence - 
Victims), are you actively working with on this issue jointly with another 
professional9 .........
Please indicate the number o f  clients being seen by yourself and:
Psychiatry  Occupational Therapy
Psychology— - Social W ork-—
Psychotherapy  Art Therapy.......
5. How many active clients on your caseload, known to have issues o f  Domestic 
Violence, are you not w ork ing  with on this specific issue (Victims)?    .....
6. Which professional group within the psychiatric multi disciplinary team, are you most 
likely to refer clients, in order to work with on issues o f  domestic violence,
(Victims)?
Psychiatry— —
Psychology-—
Psychotherapy
7. When assessing clients, do you routinely ask if they have experienced Domestic 
Violence (as Victims)? Please ind ica te  y o u r  response  on the  scale below:
N ever R are ly  Som etim es O f ten  Always
■ Occupational Therapy  Family Therapy—
Social W ork— - Nursing.........
Art Therapy  Other (specify)
Family Therapy—
Nursing------
Other (specify ) —
8. Please place the following 12 reasons,  in rank order  from 1 to 12.
(1 being the most likely and 12 being the least likely ) reason in influencing you N O T  
to enquire about Domestic Violence? (Victims)
1 Clients resistance to discuss this issue
2. Fear o f  client becoming angry/aggressive
3. Feeling threatened/intimidated by client
. 4. Fear/concern o f  upsetting client
5- Not feeling it necessary to ask. if no indication o f
Domestic Violence is given by the client
  6. • The client appears not to consider it relevant
. ~ 2. The issue is not relevant to referral or treatment
o f  presenting problems •
8. Uncertainty about your professional
responsibility in dealing with this issue 
9- Not feeling clinically competent to work with
Victims o f  Domestic Violence 
10. Lack o f  training in this area
N. It is not part o f  your role to work with this issue.
unless primary problem/reason tor referral'.'
"  12. Concern that if you enquire about Domestic
Violence it may negatively affect therapeutic 
relationship
9. Have you received any training for working with Victims o f  Domestic Violence0
Y e s   N o— —
10. Do you feel that.you need any training in order to work with Victims o f  Domestic 
Violence0
Yes — No —
.If currently working with Victims o f  Domestic Violence are you receiving any 
.supervision for this w ork0
Y e s   N o --------
Thank you for your participation.
Q U E S T IO N N A IR E  2. P E R P E T R A T O R S  O F  D O M E S T IC  V IO L E N C E
This questionnaire aims to determine the extent to which staff within the team, work 
with Perpetrators o f  Domestic Violence, in order to assess the current service 
provision. A list o f  clients currently being seen by you is attached to help you complete 
the following questionnaire. Ail replies will be strictly confidential and anonymity will 
be maintained by the researcher.
Please indicate your profession
• L -
Psychiatry Nursing Other
Social Work Psychology Please specify..................
Occupational Therapy
Total number o f  years in profession.....................
1. How many clients are on your case l o a d ? .....
2. How many clients on your case load are you currently working w ith?.. . . . . . . . .
-  '
.. 3. a) How many clients on your caseload, are currently experiencing Domestic 
Violence (Perpetrators)? . . . . . . . . . .
b) How many clients on your caseload, have previously experienced Domestic 
Violence (Perpetrators)?.. . . . .
4. a) How many clients (previously o r  currently experiencing Domestic Violence - as 
Perpetrators), are you actively working with on this issue as the primary therapist0
b) How many clients (previously or currently experiencing Domestic Violence - 
Perpetrators), are you actively working with on this issue jo in t ly  with another 
professional0     .........
Please indicate the number o f  clients being seen by yourself and
Psychiatry------
Psychology-—
Psychotherapy- •Art Therapy-
Social Work
Occupational Therapy-
Nursing.......
Other (specify)
Family Therapy
5. How many active clients on your caseload, known to have issues o f  Domestic 
Violence, are you not w ork ing  with on this specific issue (Perpetrators)0 . .,
6. Which professional group within the psychiatric multi disciplinary team, are you most 
likely to refer clients, in order to work with on issues o f  domestic violence, 
(Perpetrators)?
Psychiatry  Occupational Therapy  Family Therapv—
Psychology  Social W ork   Nursing.......
Psychotherapy  Art Therapy  Other ( specify ) —
7. When assessing clients, do you routinely ask if they have experienced Domestic 
Violence (as Perpetrators)? Please ind icate  y o u r  response  on the scale below:
Never Rarely Som etim es Often Always
8. Please place the following 12 reasons,  in rank order  from 1 to I 2
(1 being the m ost likely and 12 being the least likely ) reason in influencing vou N O T
to enquire about Domestic Violence9 (Perpetrators)
1. "  Clients resistance to discuss this issue
2. Fear o f  client becoming angry/aggressive
3. Feeling threatened/intimidated by client
4. Fear/concern o f  upsetting client,
5. Not feeling it necessary to ask, if no indication o f  
Domestic Violence is given by the client
6. The client appears not to consider it relevant
7. The issue is not relevant to referral or treatment
o f  presenting problem's
   8. Uncertainty about your professional
responsibility in dealing with this issue
9. Not feeling clinically competent to work with
Perpetrators o f  Domestic Violence
. -------- 10 . Lack o f  training in this area
   H It is not part o f  your role to work with this issue.
unless primary problem/reason for referral0
 — 12. Concern that if you enquire about Domestic
Violence it may negatively affect therapeutic 
relationship
9 Have you received any training for working with Perpetrators o f  Domestic 
Violence?
Yes -—  N o ........
10. Do you feel that you need any training in order to work with Perpetrators o f  
Domestic Violence9
Yes No
11 .If currently working with Perpetrators o f  Domestic Violence are you recei ving any 
supervision for this work?
Y e s   N o --------
Thank you for your participation.
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APPENDIX
A  survey o f  the extent o f  work with Domest ic  Violence
within a Com m uni ty  Mental  Health Team
The aim o f  this survey is to determine the extent o f  working with clients with 
experiences o f  Domestic Violence, within the team. For the purposes o f  this survey. 
Domestic Violence is defined as the physical, sexual or mental abuse o f  one person, by 
another, with who there is or has been an intimate relationship.
Please, will you complete the attached questionnaires To aid simplicity there are two 
questionnaires, one for Victims o f  Domestic Violence and one tor Perpetrators o f  
Domestic Violence. This is accompanied by a printout o f  all your current clients, to 
assist your responses. Please respond only for the clients identified on the printout, and 
not for. any more recent client allocations/discharges to your caseload, as we are 
aiming to survey a team caseload obtained at one point in time. You may destroy  the 
printout following completion o f  questionnaires.
This survey is designed to retain your anonymity and that o f  your clients. Individuals 
responses will be confidential to the researcher alone.' and the final report will present 
all findings together, therefore no one individuals responses will be identifiable This 
should allow individuals to feel free to answer the questionnaire honestly. Ail o f  the 
questionnaires will be destroyed one month following analysis. -
If  you have any questions please ask the researcher. Please return your completed 
questionnaires in the attached envelope, in the tray provided. They will be collected in 
7 days. If you should so wish, you have the right to withdraw at any stage and to have 
your responses destroyed. Upon completion there will be an opportunity to discuss any 
issues Which may have arisen, with the researcher if you require.
A copy o f  this survey will made available to the CM HT following approval by the 
Clinical Psychology Department at The University o f  Surrey
Thank you for your participation.
X Surrey Hampshire Borders
NHS Trust
The Hollies 
Community Mental Health Team 
Willow House 
23 Grosvenor Road 
Aldershot 
Hants 
GU11 1DL
University of Surrey
Guildford
Surrey
Tel: 01252 312788 
Fax: 01252 350395
GU27XH
TO WHOM IT MAY CONCERN
Re: Alison Rigg
Training Clinical Psychologist
Placement at the Hollies CMHT -  September 1999 to March 2000
This is to confirm that whilst on placement at the Hollies CMHT, Alison undertook a service 
related research project as part of the Psych D course requirement.
It explored professionals assessm ent of client's experience of domestic violence and this was 
fed back to the service upon completion.
Yours sincerely
Clinical Supervisor 
Chartered Clinical Psychologist
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Introduction
Amnesia of an offence is defined as a “general impairment in previously acquired 
memories, which is a pathological condition and can be either organic or functional in 
origin” (Gudjonsson, 1999, p. 97).
Amnesia of an offence is not a new phenomenon, as depicted within Macbeth, written by
thShakespeare in the 17 century:
Macbeth: Canst thou not minister to a mind diseased.
Pluck from the memory a rooted sorrow.
Raze out the written troubles of the brain....?
Doctor: Therein the patient
Must minister to (her) self.
(Macbeth V iii, cited in Kopelman, 1987, p. 324)
Kopelman (1987a) suggests that one interpretation of this Shakespearean writing is of the 
doctor’s awareness that perpetrators of homicide often claimed amnesia of their crime. 
One can, therefore, conclude that claims of amnesia of an offence are long-standing in 
history.
Today, claims of amnesia continue to be common following the commission of a violent 
crime (Schacter 1986a; Kopleman 1995, Gudjonsson, 1999). A number of studies 
throughout the past 70 years have claimed that amnesia of an offence occurs in a high 
proportion of violent crimes (Hopwood & Snell, 1933; Leitch, 1948; O’Connell, 1960; 
Taylor & Kopelman, 1984). It is reported to occur in between 25% to 45% of all 
homicide cases, in approximately 8% of violent crimes and within a small percentage of 
non violent crimes (Kopelman, 1995; Taylor & Kopelman, 1984). It most frequently 
occurs following the killing of a loved one or friend, and when the offence is 
unpremeditated (Kopelman, 1995). Amnesia of an offence can be organic or psychogenic 
in origin, and psychogenic amnesia can be genuine or feigned (Gudjonsson, 1999). In
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recent years, there has become an increased interest in detecting genuine and feigned 
psychogenic amnesia.
Kopelman (1995) suggests that many “observers consider that the amnesia claimed by 
offenders is a deliberate strategy to try and avoid the legal consequences of their offence” 
(p. 434). However, within English law psychogenic amnesia does not “constitute either a 
barrier to trial or any defence” (Kopelman, 1995, p.434). Furthermore, many offenders 
claiming amnesia of their crime have reported themselves to the police or not hindered 
their capture in any way, making the claim that amnesia is feigned to avoid punishment 
seem less plausible (Kopelman, 1995, p. 434).
In contrast, organic brain disorders such as epilepsy, hypoglycaemia, sleepwalking or 
head injury do have legal implications when associated with amnesia of a crime 
(Kopelman, 1995), on occasion permitting a plea of defence in the commission of a 
crime. Crimes committed during such conditions are cited as extremely rare (Kopelman, 
1995) and it must be proven that behaviour during the amnesia was a “sane automatism” 
for an acquittal to occur. An automatism is “behaviour that is executed involuntarily and 
without consciousness or intention” (Schacter, 1986, p.288). Martin (1981, cited in 
Schacter, 1986, p.288) argued the importance of automatism in terms of criminal
responsibility:
“Voluntary conduct is essential for criminal liability. If a person’s bodily movements are 
not subject to the control of his will, there is no voluntary conduct. Automatism has now 
become the term used to denote unconscious involuntary behaviour, (p. 22-2j ).
However, Gibbens and Williams (1977) reviewed the outcomes of pleas of non-insane 
automatisms and suggest that such a plea, alongside amnesia of the offence, has received 
mixed legal outcomes, ranging from conviction, acquittal, to detention in a psychiatric 
hospital. To further explore this area is not within the scope or aims of this review.
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However, the importance of exclusion of underlying organic pathology when assessing 
the presentation of amnesia of an offence has been established.
It is, therefore, apparent that claims of amnesia of an offence, particularly in violent 
crimes is common, and highlights the need for an understanding of the mechanisms 
involved in the development of this type of amnesia, and associated medicolegal 
implications. Kopelman (1995), however, reports that to date there is a relative dearth of 
studies investigating this intriguing form of forgetting, contrasting with investigations of 
eye-witness testimony, for which there is a burgeoning literature ( p.428).
Within the literature, a variety of titles are given to amnesia attributable to psychological 
causes, such as hysterical and functional. For purposes of clarity within this review this
amnesia will be described as psychogenic.
This review will explore the different types of amnesia related to crime, the prevalence 
and known characteristics. This review will focus upon alcohol use, defined as organic 
amnesia, and psychogenic, situation-specific amnesia, most commonly associated with 
crime. Proposed underlying mechanisms of amnesia of an offence will be explored. An 
evaluation of the available research base to support the different mechanisms will be 
covered and the review will highlight where future research should focus to further 
develop our understanding of amnesia of the offence. It is reiterated that there is limited 
understanding of amnesia of the offence to date, and this is reflected in the paucity of 
literature. However, this review will cover the research to date, to draw together the . 
different ideas and findings currently available.
Prevalence of Amnesia
Homicide is commonly associated with amnesia of the offence. Over the past 70 years 
several studies have identified the rates of amnesia for homicide, within a variety of 
different settings, ranging from convicted criminals within a prison setting (Leitch, 1948; 
O’Connell, 1960; Bradford and Smith, 1979), to those on remand awaiting trial
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(Parwaitikar, Holcomb & Meninger, 1985). Kopelman (1995) presents the findings of 
such studies, which contribute to currently accepted prevalence rates within the following 
Table.
Amnesia for the offence among those convicted of homicide  —------------
Study Number
Leitch 1948 51
Guttmacher 1955 36
O’Connell 1960 50
Bradford and Smith 1979 30
Taylor and Kopelman 1984 34
Parwatikar et al 1985* 105
Amnesic (%) 
31%
33%
40%
47%
26%
23%
* Pre-trial evaluations only : rate for convicted homicides not given.
Table cited in Kopelman (1995, p. 428).
Based upon these findings, it is claimed by Kopelman (1995) and Gudjonsson (1999) that 
between 25% and 45% of all offenders of homicide claim amnesia for the crime. Amnesia 
is also claimed for crimes other than homicide. Kopelman (1995) argued that there is a 
lack of studies investigating amnesia in a range of crimes, for both convicted or for pre­
trial offenders. Kopelman (1995) presents a summary of these studies, investigating the 
relationship between crime and amnesia, taken from 3 types of settings, as reproduced 
below.
Relationship between type of offence and amnesia for offending (% of amnesic patients) 
Crime Hopwood & Snell 
1933
Broadmoor, security 
Hospital UK
Lynch & Bradford 
1980
Forensic Psychiatry 
service Canada
Taylor & Kopelman 
1984 
Remand prison 
UK
Homicide/attempted
homicide 90 23 47
Other violence 8 63 53
Non-violent crime 2 14 0
Total 100 100 100
Table cited in Kopelman (1995, p. 429)
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Upon review of these studies it has to be noted that these samples are biased, as they each 
contain a high number of violent offenders within their sample. It can be argued a higher 
percentage of amnesia is, therefore, more likely. For example, within the Hopwood and 
Snell’s (1933) study, of the total sample of 100 offenders claiming amnesia of their 
offence, 71 subjects had committed a murder and 19 attempted murder or wounding. It is 
recognized that the setting is a maximum-security hospital, and it is unlikely that high 
numbers of offenders for much lesser charges would have been detained there.
Characteristics of the amnesia
Kopelman (1995) reports that amnesia of an offence covers a discrete, brief time-span. 
The findings of Bradford and Smith (1979) report that the amnesic gap is always less than 
24 hours, and in 60% of their sample the amnesic gap covered a period of less than 30 
minutes. Kopelman (1995) reports from clinical experience that amnesia may be a 
complete loss of memory, or there may be islets of memory within it. Within the 
prevalence figures reported by Kopelman (1995), (between 25% and 45%) only total 
amnesia of the crime was accepted within the studies. Where islets of memory for an
offence are accepted, prevalence rates increase to as high as 70% (Tanay, 1969).
The duration of time in which amnesia remains for the offence is less well established. 
Bradford and Smith (1979) reported that amnesia was permanent in all of their cases. 
However, it is not made clear at what point in time this was recorded post crime and no 
follow up studies have as yet been conducted to support this claim. However, O’Connell 
(1960) suggests amnesia is transitory, and Kopelman (unpublished) provides support for 
this claim. What is recognizable when reviewing the literature is the paucity of 
longitudinal studies. Furthermore, studies vary in the timing of interview of amnesiacs, 
following the commission of a crime. Future research is required to provide further 
details on such characteristics of amnesia of an offence, and control for such confounding 
variables.
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Organic amnesia
Organic amnesia is caused by neurological damage, resulting in either temporary or 
permanent loss of memories and is less often associated with crime than psychogenic 
amnesia (Bradford & Smith, 1979; Taylor & Kopelman, 1984; Kopelman, 1995). 
Kopleman (1995) cited a range of causes of organic amnesia, including head injury, brain 
disease, epilepsy, hypoglycaemia, drug toxicity and alcohol blackouts.
Alcohol usage is the most common organic factor associated with amnesia of the offence 
and is, therefore, selected for discussion. It is most often associated with a time limited, 
(discrete) episode of memory loss (Gillies, 1976; Gunn, 1977, cited in Kopelman, 1987). 
Furthermore, Taylor and Kopelman (1984) identified that chronic alcohol abusers who 
committed violent crimes when intoxicated, more often attacked a person unrelated to 
themselves.
Goodwin, Crane and Guze (1969) identified three types of amnesia associated with 
alcohol, as cited in Kopelman (1987, p. 325):
1. “State dependent effects, in which subjects cannot remember events or facts when 
sober, which they recall easily as soon as they are intoxicated again ”
2. “Fragmentary blackouts, in which subjects become aware of their preserved memory 
loss on being told of an event later: there are islets of preserved memory, and the 
amnesia tens to recover partially through time by a shrinking of the amnesiac gap, 
similar to that which occurs in head injury.”
3. “En bloc blackouts, in which subjects become abruptly aware of the memory gap.... 
and there is a sense of lost time.”
In the latter, the lost memories are seldom recovered and are often associated with 
anterograde memory failure (loss of memory for events occurring after the trauma).
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Kopelman (1995) suggests blackouts are more prevalent in binge drinkers, due to the high 
blood alcohol level and subsequent pharmacological effects of alcohol.
In a study by Gudjonsson et al (1989), amnesia was claimed by 56% of homicide or 
attempted homicide cases, with all 56% of the alleged amnesiacs being intoxicated at time 
of the offence. Furthermore, Kopelman (1995) reviewed a range of studies, which 
investigated alcohol and drug intoxication at the time of crime, and chronic alcohol abuse, 
and reported the results within the following table:
Relationship between alcohol and amnesia for crime
Smdv Amnesic cases (%) Nonamnesic cases (%ÿ
Chronic abuse 
Hopwood & Snell, 1933 
Lynch & Bradford, 1980 
Taylor & Kopelman 1984 
Parwatikar et al., 1985
Intoxicated at time o f  offense
O’Connell, 1960 30 13
Bradford & Smith 30 . 10 ■ .
Taylor & Kopelman 1984 42 20
Parwatikar et al . 1985 ______________ 87---------------------------- 42-------— ----------------- -------
Table cited in Kopelman (1995, p. 430).
It is important to note, however, that three of the above studies surveyed for drug usage as 
well as alcohol usage, and report these in their findings. However, the types of drugs are 
not clarified, and figures of drug and alcohol use are not presented separately (Bradford & 
Smith; Lynch & Bradford, 1980; Parwatikar et al, 1985). Furthermore, two of the studies 
did not employ the use of control groups for comparison and, therefore, limits the use of 
their findings.
38 No comparison group
72 No comparison group
42 10
71 58
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In addition it is important to note, that the amnesic populations used by O’Connell (1960), 
Bradford and Smith (1979) and Taylor and Kopelman (1984) were small, and no 
significance values are reported by the former or latter.
Overall, however, the literature suggests that amnesia of an offence is more commonly 
associated with alcohol usage.
Theoretical explanations of amnesia of an offence associated with alcohol usage
It has been suggested that alcohol usage at the time of a crime can cause state dependent 
effects upon memory. Whereby, when sober, individuals cannot recall events from a 
period of intoxication and, therefore, lead to amnesia of an offence. However, their 
memory of the event is recalled when they become re-intoxicated.
Bower (1981) suggested that psychogenic amnesia is also a product of state dependent 
memory. The amnesia is described as a primary retrieval deficit (cited in Gudjonsson, 
1999) and to assist recall of the event, reinstatement of the subjective state of the person 
at the time of crime is required.
One such experiment has been carried out on a forensic population. Wolf (1980) gave 
high doses of alcohol, to five men, who had all committed homicide when severely 
intoxicated. They all had claimed amnesia of their offence. The study found that re­
intoxication produced a revival of violent emotions, experienced by all of the men during 
their offence, but no memories of the crime were elicited. Wolf (1980) argued that the 
amnesias experienced by the five men were, therefore, a result of alcohol blackouts and 
not a state dependent effect and, therefore, the memories were not available for recall. 
Based upon this claim, it can be argued that the alcohol intoxication at the time of the 
event inhibited encoding of the crime, leading to no recall of memories.
169
Literature Review
Work by Bower (1981) was claimed to provide evidence for a state dependent effect in 
amnesia. Bower (1981) argued that the amnesia is a primary retrieval deficit, where recall 
can be assisted by inducing the emotional state of the person, which occurred at the time 
of the crime. Bower (1981) used case examples to support the claim, one being of Sirhan 
Sirhan, the man alleged to have killed Robert Kennedy, the former president of the USA. 
It was claimed that the accused was in a state of extreme arousal during the crime and 
subsequently claimed amnesia for the offence. Hypnosis was employed to reinstate his 
subjective state during the crime and Sirhan Sirhan was reported to have recovered the 
formerly lost memories. However, Moldea (1995, cited in Conway, 1997, p. 68) reported 
that this amnesia was most likely feigned, as Sirhan Sirhan has since let slip details of 
the incident that suggest he has remembered the event all along”.
Tayloe (1995) does provide a case example of amnesia for homicide, in which alcohol 
and feigning can not be attributable. A man claiming amnesia of the murder of his wife 
did recall memories of the event under hypnosis. The individual claimed he was trying to 
commit suicide, and his wife was shot by accident. Furthermore, he recalled important 
information of the location of a missing bullet, which was necessary to prove the 
homicide was accidental. His charge of murder was reduced to manslaughter on the basis 
of recall of information during hypnosis.
This can be cited as an example of state dependent amnesia. However, Schacter (1997) 
argues that other mechanisms may be responsible for the amnesia. One suggestion is that 
the shotgun wound to his jaw, which was self-inflicted during the crime, could have 
contributed to an organic amnesia (neurological damage). However, one could argue that 
neurological damage is unlikely to remit during hypnosis, providing weight for the state 
dependent argument. Equally, Schacter (1997) suggests that defensive repression may be 
a factor in the loss of memory. This mechanism will be discussed later in the review.
The state dependent hypothesis has gained support as a possible mechanism in 
psychogenic amnesia by Kopelman (1987) and Gudjonsson (1999). However, there is a
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paucity in the literature of research evidence. Wolf (1980) being the only direct test of the 
state dependent claim, and which failed to find support for alcohol state dependent 
amnesia. A case example by Bower (1981) has since been refuted, and is now cited as an 
example of feigned amnesia: However, the case study reported by Tayloe (1995) does 
support the hypothesis, and provides evidence, albeit based upon one case study, of the 
usefulness of hypnosis, in obtaining recall of information, in state dependent amnesia. 
Future research is required to further explore the hypothesis, using larger sample sizes, 
and the employment of testing to differentiate between feigned or actual amnesia.
A recent study by Gudjonsson, Hannesdottir and Petursson (1999) investigated the 
relationship between personality and amnesia of the offence. Alcohol usage was not 
investigated in the study. However, Gudjonsson et al (1999) suggest there may be an 
interaction between alcohol usage and personality factors, such as introversion and 
impulse control, which leads to temporary disinhibition during intoxication and 
subsequent amnesia for the offence. Furthermore, Gudjonsson and Taylor (1985) argue 
that alcohol induced brain dysfunction may “act as a substrate which directs the way in 
which the person copes with severe emotional stress (cited in Gudjonsson et al, 1999, p. 
509)
Further research is required to investigate the relationship between alcohol usage and 
amnesia of the offence. Gudjonsson et al (1999) suggest future research should focus 
upon the investigation of “whether different personality types are associated with amnesia 
in heavy drinkers and amnesia in non-drinkers” ( 509).
Psychogenic amnesia
Psychogenic amnesia occurs with no evidence of any organic pathology, and is defined as 
psychological in nature (Gudjonsson, 1999). This type of amnesia is most frequently 
precipitated by emotional shock, psychologically traumatic events or severe stress 
(Schacter, 1986a). Furthermore, Kopelman (1995) claims that three factors appear to be 
associated with this type of amnesia, these being extreme emotional arousal, alcohol
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intoxication and depressed mood. Kopelman (1987) also suggests that psychogenic 
amnesia appears to develop more often in individuals who have a history of brain trauma.
Psychogenic amnesia includes situation-specific amnesia, and has been identified in 
individuals “committing, witnessing, or being the victim of an offence” (Kopelman, 
Christensen, Puffett & Stanhope, 1994, p. 675) and of fugue states, where there is a loss 
of ones personal identity and autobiographical memories, and is accompanied by a period 
of wandering (Gudjonsson, 1999).
Situation specific amnesia is commonly cited by perpetrators for their alleged crimes 
(Kopelman, 1995). Within the scope of this literature review it is not possible to explore 
fugue sates, and it is acknowledged that fugue states are rarely associated with crime 
(Kopelman, 1995).
Underlying mechanisms of psychogenic amnesia
Kopelman (1987, also cited by Gudjonsson, 1999) describes three mechanisms, which 
lead to psychogenic amnesia. Each mechanism will be explored.
Firstly, Kopelman (1987) argued that faulty memory acquisition occurs at time of the 
crime/traumatic event and subsequently, as a consequence, there is faulty retrieval of the 
event. Kopelman (1987) suggests that states of abnormal mood, severe alcohol 
intoxication or florid psychosis are commonly present at times of an offence, each of 
which may compromise normal cognitive processing and encoding of memories.
Some experimental evidence investigating memories of emotional events (i.e. 
Christiansson & Nilsson, 1984) has suggested that memories of highly emotional events 
are less accurately remembered than non-emotional events. In addition, Christiansson and 
Nilsson (1984) claim that information preceding and following a traumatic event are 
subject to less accurate recall. It is hypothesized that this is due to faulty encoding of
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information, and as explained by Chistiansson and Engleberg (1998, cited in Conway, 
1997) is a consequence of attentional narrowing during states of high emotional arousal. 
This has not been tested within a forensic population, however there is a wealth of 
literature, which argues that victims of torture, sexual abuse and war veterans, frequently 
exhibit a psychogenic amnesia. However, memories are frequently recovered at a later 
stage, suggesting memories are encoded, but are not retrievable for a period of time.
To date, there is a lack of research evidence investigating psychosis and mood disorders 
in amnesia of an offence, and further research is required to substantiate these claims.
The second mechanism suggested by Kopelman (1987) is that of repression, of memories 
encoded at the time of the event. In repression memory of the traumatic event is not 
accessible to the perpetrators conscious mind. Kopelman (1987) argues that the memory 
is pushed outside of awareness.
An early study by O’Connell (1960 cited in Kopelman, 1987, p335) compared the 
subjective accounts of memory accessibility, by amnesiacs and non-amnesiacs of violent 
crimes. Of interest to the argument is that these accounts appear to lend support to the 
argument of unconscious repression in amnesia and voluntary suppression of memories.
An account from a non-amnesic subject being,
“When things worry me, I let them drift into the background and there they stay...It is 
just like putting something into a compartment inside a safe and locking it away”
In contrast an amnesic subject remarked,
“I seem to have buried everything about my case. My memory improves but in my efforts 
to recollect what happened, I get so horrified that I just can t remember anything.
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It is possible to argue from these accounts that the non-amnesic is employing a voluntary 
suppression of traumatic memories, and recall is within his control. Howeve, recall for the 
amnesic individual is repressed in the unconscious, and memories are not accessible to
retrieve.
Kopelman (1987, 1995) argues that repression occurs due to the unacceptability of the 
happenings of the crime. It is interesting to note that amnesia in homicide is most 
frequently associated with the murder of a loved one or friend. It can be postulated that 
the memories of killing a known victim is more traumatic than the killing of a stranger, to 
the offender, leading to a higher incidence of the repression of the memories. There is no 
evidence investigating this hypothesis directly, however.
Repression is a fundamental aspect of psychoanalysis, and it is argued that, upon the 
experience of a traumatic event, the mind is capable of repressing the memory into an 
irretrievable part of the unconscious (Loftus, 1993). This has been well documented in the 
literature of victims of childhood sexual abuse, however, less well for amnesia of the 
offence.
Loftus (1993) calls for more scientific research into the area of repressed memories, based 
upon a psychodynamic model, and cautions against therapists assisting the recovering of 
memories within therapy. Loftus (1993) discusses the false memory debate, whereby 
psychoanalytical therapy, has assisted the uncovering of memories of sexual abuse 
experienced in childhood, which are alleged to be repressed until adulthood. However, in 
some cases these recovered memories have later been proven to be false, implanted by 
suggestion (Loftus 1993). This has implications for interrogation and treatment of 
amnesia of an offence, whereby false memories may be implanted through the use of 
suggestion (Gudjonsson, 1999).
There is no scientific evidence of psychoanalysis for amnesia of the offence, and 
uncovering of repressed memories. Conway (1997) discusses the difficulties in gaining
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ecological validity of such therapy within a laboratory setting, contributing to the paucity 
of studies.
However, it is of interest that work by Anderson and Bjork (1996, cited in Conway, 1997) 
and ongoing current laboratory work, is investigating a whole range of inhibitory memory 
mechanisms, and the cognitive mechanisms associated with repression. Conway (1997) 
suggests that this work is highly exciting and at some stage will bring together the ideas 
of psychoanalytic theory and cognitive processing theories, in a scientifically controlled
way.
In addition, Myers (2000) suggests a repressive coping style, is a cognitive defence 
mechanism, used to avoid experiencing negative emotion, and has been investigated 
within a range of clinical populations. Myers (2000) suggests that future research should 
investigate possible links between repressive coping and the forgetting of traumatic 
memories, and would be interesting to study within amnesia of the offence.
Current theories of repressive coping style suggest individuals who have a repressive 
coping style are physiologically very reactive to anxiety. However, they report low levels 
of distress and appear to avoid experiencing much anxiety at a conscious level 
(Weinberger, 1990; Myers, 2000). Previous research using the dot probe attentional 
deployment paradigm (MacLeod, Mathews & Tata, 1986) has indicated that repressors 
display an attentional bias away from threat stimuli. This may have implications in the 
development of amnesia of an offence.
A recent study by Gudjonsson, Hannesdottir and Petursson (1999) investigated the 
relationship between personality and amnesia of the offence. Personality factors included 
for study were introversion versus extroversion, and impulse control. Their findings 
suggest that introverts may experience less consolidation of memory during a serious 
crime, and were less impulsive than the non-amnesic population. Future research into
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personality factors associated with amnesia of the crime is recommended by Gudjonsson 
et al (1999).
Limited research is available to support the mechanism of repression. Further 
investigation is required to substantiate the claims of repressed memories within amnesia 
of a crime. In addition, further research is called for into personality factors associated 
with amnesia in this population.
Finally, the third mechanism postulated by Kopelman (1987) as a mechanism for amnesia 
of the offence is based upon the work of Bower (1981), state dependent memory. 
Kopelman suggests that amnesia in this context is a primary retrieval deficit and has been 
discussed previously so will not be repeated here.
When considering the underlying mechanisms of amnesia of the offence, one must 
question the possibility that amnesia is feigned. Gudjonsson (1999) highlights that there is 
no definitive figure within the literature of the proportion of amnesias that are genuine as 
yet, and future research is required to answer this paucity in the literature.
Genuine versus feigned amnesia
Throughout the past 70 years researchers have estimated, using a variety of methods, the 
proportion of feigned amnesia within their sample. Hopwood and Snell (1933), based 
upon their subjective opinions, following interview and examination of patients suggested 
that approximately 20% of their cases were considered feigned amnesia. A large 
proportion of other researchers have suggested that the likelihood of a feigned amnesia 
following the commission of a crime is high. These include Lynch and Bradford (1980); 
O’Connell (1960); Parwatikar et al (1985). In contrast, Taylor and Kopelman (1984) and 
Kopelman (1987) are more accepting of the genuiness of amnesia following a crime.
Schacter (1986b) suggests two methodologies for differentiating between feigned and 
genuine amnesia, which continue to be cited within current literature (Gudjonsson, 1999).
176
Literature Review
The first approach encompasses a detailed psychiatric examination of the amnesic person 
(Bradford & Smith, 1979) and based upon the work of Parwatikar et al (1979), 
examination of the individuals current psychological profile. The organization of the 
crime is investigated to determine premeditation (Power, 1977) and, where possible, the 
use of drug aided interviews (sodium amytal), hypnosis or the polygraph test. However, 
Gudjonsson (1999) argues that all of these approaches are without empirical support and 
the latter is surrounded by much controversy in respect to validity and usefulness in 
medicolegal contexts (Kleinmuntz & Szucko, 1984, cited in Schacter, 1986b).
The second approach is based upon evidence from controlled laboratory studies, 
(Schacter, 1986b) and commented upon by Gudjonsson (1999). Schacter (1986b) utilized 
‘feeling of knowing’ ratings to differentiate between feigned and genuine amnesia. 
‘Feeling of knowing’ is defined by Gudjonsson (1999, p. 99) as “the subjective feeling 
that one could retrieve the “lost” memory if given the right cues”. Schacter’s (1986b) 
findings, demonstrated that subjects in laboratory trials, who were requested to simulate 
loss of memory, reported that hints aimed to assist recall, would not be very helpful. In 
comparison the genuine amnesiacs claimed hints would be very helpful in assisting recall 
of forgotten information. The rationale of this discriminatory test is that feigned 
amnesiacs have insufficient understanding of genuine amnesia, and this makes their 
performance detectable.
Ecological validity of this study remains questionable and awaits further scientific 
evidence (Gudjonsson, 1999). Within the Schacter experiment (1986b), genuine 
amnesiacs were tested on normal everyday forgetting. Amnesia of the offence is a 
pathological amnesia and, therefore, the findings may lack validity within a forensic 
population, claiming amnesia of their offence (Gudjonsson, 1999).
Conclusion
Claiming amnesia of an offence has occurred throughout history. Research to date claims 
that almost one third to one half of all perpetrators of homicide, claim amnesia of their
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offence. Despite the large proportion of offenders claiming this, little continues to be 
known. Little research has been directed at understanding the characteristics of this 
amnesia, the mechanisms by which it occurs, differentiation of feigned and genuine 
amnesia, and contributing factors.
Although there are rarely any legal benefits when claiming amnesia, it is considered that a 
considerable number of amnesiacs are feigning their loss of memories. However, there 
continues to be no reliable psychological methods to identify genuine of feigned amnesia 
of an offence, and little understanding as to why feigned amnesia is claimed. Future 
research investigating this with individuals, who acknowledge a feigned amnesia, would 
be of interest.
There a number of theories postulated regarding the underlying mechanisms of 
psychogenic amnesia, and new hypotheses continue to be tested, such as the recent work 
by Gudjonsson al (1999) calling for more investigation into the role of personality factors 
associated with amnesia of the offence, and investigation of alcohol usage within this 
population.
Indeed, one area of interest is the association of a repressive coping style and the 
forgetting of traumatic memories (Myers, 2000) and would be an area for future research. 
An aim, therefore, of future research would be to investigate repressive coping styles and 
selective attentional biasing, within a population claiming amnesia of an offence.
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Abstract
Aims
Individuals with a repressive coping style display an impoverished memory for emotional 
events and negative autobiographical memories from childhood and adulthood (Davis 
1987; Myers & Brewin 1994; Myers 2000).
Claims of amnesia frequently occur following the commission of a violent crime 
(Schacter 1986a; Kopelman 1995, Gudjonsson 1999). It has been claimed that up to 70% 
of all offenders who have committed a violent interpersonal offense experience some 
forgetting of the event, termed psychogenic amnesia (Kopelman 1995). It most frequently 
occurs following the killing of a loved one or friend, and when the offense is 
unpremeditated (Kopelman 1995). It has been suggested that contributory factors in 
psychogenic amnesia may be the repression of memories and limited encoding of the 
event (Kopelman 1995).
The current research project aimed to investigate the presence of a repressive coping style 
and a selective attentional bias in offenders in a maximum-security hospital who claimed 
an experience of psychogenic amnesia related to the commission of a violent 
interpersonal offence.
Method
A study is described which identified two groups of male participants in a maximum- 
security hospital, those with psychogenic amnesia (n=15) and a group of non-amnesic 
participants (n=T5). The presence of a repressive coping style was investigated, using the 
Marlowe Crowne Social Desirability Scale (Crowne & Marlow, 1964) and the short form 
of the Manifest Anxiety Scale (Bendig, 1956). Selective attentional responses to threat 
stimuli were assessed using the dot probe task, in the repressor and non-repressor groups. 
Additional questionnaires were employed. It was hypothesized that repressive coping 
style would be more prevalent in the amnesic group and that repressors would show a 
selective attentional bias away from threat stimuli.
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Results
The study identified that there were significantly more repressors in the amnesic group 
(80% n=12). However the hypothesis related to selective attentional deployment was only 
partially as predicted. Repressors deployed attention away from social threat stimuli, but 
not from offense related stimuli as predicted.
Discussion
The findings of this study appear to support the observations of Myers (2000), that 
individuals with a repressive coping style are more likely to forget previous experiences 
of negative and traumatic events. Repressive coping style was significantly more 
prevalent in participants claiming an experience of psychogenic amnesia of their index 
offense, than for those who had complete memory of the event. Those with a repressive 
coping style showed an attentional bias away from social threat, but not for offense 
related threat stimuli. Implications of the research, its limitations, and suggestions for the 
future were discussed.
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1. INTRODUCTION
1.1 Introduction to the current research context
Within this country individuals who have committed criminal offenses, and who also 
have a psychiatric disorder, may be detained in a secure hospital setting. Dependent 
upon the seriousness of their offense and the level of risk the individual is considered 
to pose to themselves or others, the individual may be detained in a hospital of 
maximum-security. Maximum-security hospitals (of which there are 3 in the UK) 
provide conditions of special security for individuals in England and Wales who have 
been detained under The Mental Health Act (1983). Broadmoor Hospital was opened 
in 1863 and currently has approximately 500 patients.
The current research project aimed to investigate whether a repressive coping style is 
present in offenders in a maximum-security hospital who claim an experience of 
psychogenic amnesia related to the commission of a violent interpersonal offence. 
These individuals were compared to a group of patients who did not have psychogenic 
amnesia related to their index offence.
Prior to describing the research it is necessary to review the literature related to 
repressive coping style and psychogenic amnesia.
1.2 Repression
The concept of repression was introduced over 80 years ago when Freud defined it as 
'turning something away and keeping it at a distance from the conscious' (1915/57, p. 
147). Indeed repression as a defense against distressing memories is one of the 
cornerstones of psychoanalytical theory (Myers & Brewin, 1994). Freud argued that 
early traumatic events can form a "pathogenic nucleus" whereby difficulty in the 
recalling of these early memories develops (Breuer & Freud, 1895/1974, cited in 
Myers and Brewin 1994 p. 288).
Early attempts to experimentally demonstrate repression were problematic. Repression
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was treated as a state phenomenon (a temporary condition), which (it was believed) 
could be created in a laboratory setting using a random sample of subjects. In more 
recent years repression has been regarded as an individual difference variable (a trait) 
and questionnaire methods have been employed to identify a group of individuals who 
are defined as possessing a repressive coping style (Byrne 1964; Weinberger, Schwartz 
& Davidson 1979).
Classification of a Repressive Coping Style
Weinberger et al. (1979) defined individuals with a repressive coping style through 
analysis of their pattern of scores obtained from questionnaires designed to measure 
two constructs, trait anxiety and defensiveness. Repressors obtain a pattern of scores 
characterized by low scores on trait anxiety (e.g. short form of the Manifest Anxiety 
Scale (Bendig 1956) and high scores on a measure of defensiveness (the Marlowe 
Crowne Social Desirability scale, Crowne and Marlowe 1964). This operationalisation 
model of repression presents us with a fourfold classification of individuals, two low 
anxiety groups (repressors and low anxious) and two high anxiety groups (high 
anxious and defensive high anxious) (see Table 1.1)
Table 1.1 Fourfold classification of coping styles
Defensiveness Score
Anxiety Score Low High 
low anxious repressors 
high anxious defensive high anxious
Low
High
Source: Weinberger et al. (1979)
Levels of Physiological Arousal
One of the defining characteristics of a repressive coping style is the evidence of 
'repressive dissociation' between self-reports of low arousal and physiological measures 
of high arousal (Weinberger et al. 1979). Indeed Weinberger et al. (1979) showed that 
in moderately stressful situations repressors were more physiologically and
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behaviorally reactive than the low anxious group. These findings have subsequently 
been widely replicated (Asendorpf & Scherer 1983; Gudjonsson 1981; Weinberger 
1990; Myers and Brewin 1994; Derakshan & Eysenck 1997). In summary these 
studies demonstrate that in potentially stressful situations, repressors self-report low 
levels of distress but are actually highly physiologically aroused. (Myers 2000).
In contrast to repressors the other three categories of individuals (low anxious, high 
anxious and defensive high anxious) all demonstrate a match between self-reporting 
and actual physiological arousal. Wherby
• Low anxious individuals report experiencing little affect and distress, and have a 
low defensiveness level, which is matched by low levels of physiological arousal.
• High anxious individual report experiencing high levels of distress, which is, 
matched high levels of physiological measures and low scores of defensiveness.
• Defensive high anxious individuals report experiencing high levels of distress which 
is matched by high levels of physiological arousal and high scores of defensiveness.
Repressors can be defined therefore as the only group to demonstrate dissociation 
between the three components of self-report, defensiveness and physiological arousal 
(Weinberger et al. 1979; Weinberger 1990; Myers 2000).
Behavioural Manifestations of Anxiety
Individuals with a repressive coping style also show differences in their behavioural 
manifestations of anxiety when compared to the other groups (Myers 2000). For 
example, in a recent study by Derakshan and Eysenck (1997) independent judges rated 
repressors’ behavioural features during a stressful situation, when having to give a 
public speech. Repressors were rated as significantly more behaviourally anxious than 
non-repressors and were rated as showing higher facial anxiety, higher speech anxiety 
(stuttering) and less eye contact.
In summary it can be seen from the research evidence that three separate systems are
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involved in anxiety:
• self-report levels of perceived anxiety,
• levels of physiological arousal
• behavioural manifestations.
Myers (2000) argued that the concept of three separate systems involved in anxiety is 
consistent with previous research (e.g. Lang 1979). Furthermore Rachman and 
Hodgson (1974) proposed that in certain individuals these systems could be out of 
synchrony. Indeed more recent research has suggested that these systems appear to be 
desynchronized in individuals with a repressive coping style (e.g. Weinberger 1979; 
Myers 2000).
Prevalence and Characteristics o f a Repressive Coping Style
Weinberger's formulation of repression continues to be relevant. A recent online search 
by Myers (2000) found more than 350 citation of Weinberger et al.'s original study 
(1979). From a review of studies identifying the prevalence of repressors in different 
populations, Myers (2000) claims that overall repressors constitute between 10% and 
20% of the overall population.
Weinberger et al. (1979) requested participants to describe their central characteristics 
and reported the following:
"The repressors' preoccupation with mastering negative emotion 
and rigorously controlling their behaviour was particularly 
striking. They clearly value a rational, non-emotional approach 
to life... in contrast... .the low-anxious subjects displayed a lack o f  
defensiveness and openness to experience and interpersonal 
relationships" (p. 378-379)
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Other-deceivers or Self-deceivers
Research has been conducted to explore the contradiction between repressors’ self- 
reports and the independent objective measure of their physiological reactivity. Two 
hypotheses have been raised; 
either:
i) Repressors consciously attempt to deceive others by intentionally falsifying 
their self-reports of experienced anxiety. (It has been argued that if this is the 
case repressors are in fact impression managers and aim to make a good 
impression upon others) (Weinberger & Davidson 1994)
or
ii) Repressors are actually self-deceivers who fail to accurately identify their own 
affective responses (Derakshan & Eysenck 1997)
Other-deceivers
Weinberger (1990) argued that in the hundreds of studies which have investigated 
repressive coping style, no evidence has been obtained which has suggested that 
repressors actually know that their level of anxiety is higher than they actually self- 
report (e.g. in studies reviewing psychotherapy; anonymous questionnaires; lie 
detection studies; disclosures to peers or under bogus pipeline conditions).
Weinberger and Davidson (1994) compared repressors and self-identified impression 
managers on a series of tasks and found that regardless of the social demands placed 
upon repressors in the testing context, they continued to present as highly defensive 
and rejected the opportunity to engage in socially desirable responding. This contrasted 
with impression managers who exhibited socially desirable responses. In this study 
participants were required to act either in an emotionally restrained manner or an 
emotionally expressive one. The findings demonstrated that impression managers were 
more emotionally expressive than repressors and repressors were more emotionally 
restrained. Hence the repressors failure to act in a manner which would be defined as 
socially desirable in the setting.
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Weinberger and Davidson (1994) also provided an example of repressors self- 
deceptive information-processing style. They measured physiological responses such as 
heightened heart rate, in response to the stressful situations. However when repressors 
were informed of increased arousal levels they denied the possibility that this increase 
might be associated with emotional responses, instead they offered alternative 
explanations as to why there was a change in heart rate. For example, one repressor is 
quoted as dismissing the relevance of the heart rate feedback by stating:
“I'm hard pressed to say there is any logical reason for your finding that my heart rate was
elevated Maybe it's a random variation" (Weinberger & Davidson 1994, p. 605).
Such explanations consist of external, unstable and specific factors(Weinberger & 
Davidson, 1994). This study demonstrated that repressors possess an ability to 
reinterpret negative affect. Weinberger and Davidson (1994) argued that this indeed 
was evidence that repressors are intent upon deceiving themselves. In simpler terms 
repressors seem to actively engage in keeping themselves (as opposed to others around 
them) convinced that they are not prone to negative affect (Myers 2000).
To test this question further Derakshan and Eysenck (1997) conducted a recent study 
using a 'bogus pipeline' condition. This methodology is designed to elicit truthful 
responding and aims to reduce dishonest responding on self-report questionnaires. 
Firstly participants were asked to complete questionnaires which identify repressive 
coping styles, (an anxiety measure and a defensiveness measure) and were then 
required to complete the same questionnaires in a bogus pipeline condition. This 
involved the participants being attached via electrodes to a machine described as a lie 
detector machine. Participants were informed that the detectors could identify honest 
responding and detect dishonest responding by the changes dishonesty elicits in 
physiological arousal. It was found that repressors did not alter their responding during 
either condition. This suggested that repressors did not aim to distort their responses in 
the initial standard condition. One can conclude from these studies that repressors are 
not other-deceivers when self-reporting low levels of anxiety, but they do actually 
believe that they experience low levels of anxiety affect, which is not consistent with
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the physiological levels of arousal they actually experience.
Myers (2000) argued from a review of self-report measures completed by repressors, 
that repressors do however respond in an 'overly-positive way' (p.403). She suggests 
that this is not due to deliberate distortion or impression management but the biased 
way in which repressors interpret affect and emotionally appraise their experiences. 
This calls into question the usefulness of standard questionnaires with repressors.
Self-deceivers
From the evidence suggested above it appears more likely that repressors are self­
deceivers rather than other-deceivers. Newman and Hedberg (1999) support the 
concept of self-deception in repression and argue that repressors do indeed 'engage in 
a variety of self-deceptive manoeuvres to avoid awareness of threat and negative 
affect' (p.45).
Boden and Baumeister (1997) conducted a study in which participants either watched 
an unpleasant or a neutral film. Following this they were asked to recall a happy 
memory. Repressors were faster at recalling happy memories when the preceding film 
had been unpleasant. In contrast non-repressors were slower at recalling happy 
memories after watching an unpleasant film. Boden and Baumeister (1997) argue that 
these findings provide evidence that repressors employ distraction techniques when 
faced with distressing information, in this case thinking of happy memories.
Myers (1998) found support for this in a questionnaire study. She identified that 
repressors' utilize strategies to distract from unpleasant thoughts (such as thinking of 
positive things) significantly more than non-repressors. It therefore appears that 
repressors avoid attending to negative information and self-generate pleasant and 
comforting thoughts to avoid the affect of sadness.
A recent study found a discrepancy in repressors' self-reports of negative affect 
recorded in daily diaries, and the later recall of the amount of negative affect which had 
been experienced during the recorded time period (Cutler, Larsen & Bunce 1996).
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This finding suggested that repressors (when compared to non-repressors) had poorer 
recall of previous negative affect. Cutler et al. (1996) argued that the current memories 
of repressors are therefore emotionally impoverished.
In other studies a variety of self-deceptive strategies have been demonstrated whereby 
repressors can avoid awareness of threat and negative affect. Tublin and Weinberger 
(1987) demonstrated that repressors reinterpret upsetting material. Baumeister and 
Cairns (1992) demonstrated that repressors limit the length of time they spend 
attending to negative feedback. Mendolia, Moore and Tesser (1996) showed that 
repressors redirect attention away from negative stimuli.
In summary the studies described above demonstrated that repressors appear to self- 
deceive, utilizing processes aimed at avoiding awareness of negative stimuli, thoughts 
and feelings, which they prefer not to dwell upon. This therefore suggests that 
repressors would find it more difficult than non-repressors to remember negative 
autobiographical memories.
Repressive coping and the accessibility o f negative autobiographical memory
A particularly interesting finding in the study of repression is that repressors 
consistently demonstrate memory deficits in the retrieval of negative material and 
negative autobiographical memories (Myers et al. 1998; Myers 2000).
Davis (1987) used negative cues to assist the recall of childhood experiences, for 
repressors and non-repressors. Repressors' recall time was significantly slower than 
non-repressors, and this finding was later replicated by Myers et al. (1992). Myers et 
al. (1992) asked participants to recall as many memories as possible of their childhood 
in a set period of time. Repressors recalled significantly fewer negative childhood 
memories than non-repressors, and took significantly longer to recall negative 
childhood memories than the non-repressor group. Furthermore the earliest memories 
for repressors were significantly later than for non-repressors.
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These findings suggest one of two things, 
either
i) repressors have happier childhoods producing fewer negative memories to be 
recalled
or
ii) repressors' experience is similar to that of non-repressors but retrieval of 
negative autobiographical memories is hindered.
Myers and Brewin (1994) investigated this question. To do this the researchers rated 
childhood experiences according to pre-determined criteria. Participants were required 
to provide examples of experiences of when a childhood experience had occurred or 
did not occur. For example in response to the question "Did you feel you could go to 
your parents if you were upset or unhappy?" participants were required to verbally 
describe examples of when they could or could not access parents. The findings were 
particularly interesting. Repressors were significantly more likely to have experienced 
paternal apathy, indifference and lack of closeness when compared to non-repressors. 
No differences were discovered in the quality of maternal relationships. Of particular 
interest is the finding that these memories appear to be recalled less often for 
repressors than non-repressors.
These findings suggest that repressors do have unpleasant childhood memories to 
recall. Myers (2000) argued that repressors had experienced unhappier childhoods than 
non-repressors as a consequence of the increased paternal apathy, indifference and lack 
of closeness. Whilst we might question Myers (2000) conclusion that repressors 
childhoods' must therefore have been unhappier, the study certainly raises the question 
of whether childhood experiences contribute to the development of a repressive coping 
style in adulthood. Sroufe and Waters (1977) found that insecurely attached infants 
who appeared unconcerned at the departure of their caregivers, and who avoided 
contact with them upon their return, nevertheless displayed increased physiological 
arousal. This pattern of responding emulates the desynchronisation displayed by adult 
repressors (Sroufe & Waters 1977). Eysenck (1997) argued that an avoidant 
attachment style in children, as identified by Ainsworth and Bell (1970), can form the 
basis for an adult defensive coping style, as seen in repressors. Fonagy, Target, Steele
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and Steele (1997) discussed an unpublished investigation of offenders detained under 
the Mental Health Act (1983) (mental health classification is discussed in more detail at 
the end of this introduction) and found they had insecure attachment styles, and 
frequently had childhood experiences of deprivation. Of interest to the current study, 
are recent findings that perpetrators of violent crime have often experienced insecure 
attachment styles (Blumenthal & Lavender 2000), and therefore it is possible that as 
adults they may have a repressive coping style, as suggested by Eysenck (1997).
In summary these studies provide us with a body of evidence demonstrating that 
repressive coping style is associated with motivated forgetting. They show that 
repressors have more difficulty than non-repressors in recalling material which is 
associated with 'discomfort, loss, unwanted self-evaluative implications and failures to 
achieve goals' (Newman & Hedberg 1999, p.46).
Information Processing in Repressors
A study by Myers and Brewin (1995) aimed to investigate processing of negative 
information in repressors. They presented participants with a story of childhood 
experiences, which consisted of both positive and negative material. They were 
instructed that following the completion of the story they would be asked to recall the 
story. Whilst there was no difference between repressors and non-repressors in the 
recall of positive material, repressors remembered significantly less negative material. 
This suggests that repressors have a distinctive style of processing information, which 
appears to inhibit the processing of negative material.
Myers, Brewin and Power (1998) went on to study this further. Participants were 
given material to learn and then directed to forget the initial words presented in the 
first trial. They were then requested to recall the material they had been directed to 
forget. Repressors forgot more of the negative words than non-repressors. This 
suggests that repressors have an ability to avoid negative material they have been 
directed to forget and more easily recall positive words that were presented in the ‘to- 
be-forgotten' trial.
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This raises the question of whether repression is an unconscious defense mechanism or 
a conscious strategy to banish unwanted thoughts from consciousness, which becomes 
automated over time (Myers et al. 1998). Cognitive theorists such as Power and 
Brewin (1991) propose 'mechanisms, particularly involving inhibitory processes in 
attention and memory' (cited in Myers et al. 1998, p. 146) which support the latter. 
Myers et al. (1998) suggest the latter strategy can also be termed motivated forgetting 
of unwanted or traumatic memories, but they emphasize caution in extrapolating 
findings from laboratory studies to real life traumas, as the two obviously differ. 
However they argue that their findings 'support the possibility that retrieval inhibition 
may underlie some instances in which individual clients, having been instructed by 
themselves or others to forget negative life events, report long periods of being unable 
to access these memories' (p. 146). They go on to argue that research findings to date 
do appear to support the concept of retrieval inhibition, and for recall to occur 'the 
forgotten material must be processed in a manner that accesses, or makes contact with, 
the initial learning episode' (Bjork & Bjork, 1996, cited in Myers et al. 1998).
Selective Attentional Biasing - The Dot Probe Paradigm
Evidence has so far been presented which supports the concept of retrieval inhibition 
of negative events, however there is also evidence of attentional biasing in repression. 
Myers (2000) argued that repressors are able to avoid processing negative information, 
thus reducing subsequent experiences of negative emotion. Evidence for this avoidance 
is provided by a number of studies, which have employed the dot probe paradigm, and 
shown a selective attentional bias (e.g. Fox 1993). Selective attention is the allocation 
of processing recourses to certain types of cues at the expense of other types (Eysenck 
1997).
MacLeod, Mathews and Tata (1986) originally designed the dot probe task to 
investigate the underlying cognitive mechanisms of attentional bias. The dot probe task 
is a computer-generated test which aims to examine the effect of threat stimuli on the 
direction of attentional responses. In MacLeod et al.’s (1986) original experiment, 
participants were asked to watch a computer screen on which pairs of words were
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successively presented. Sometimes one of the words in the pair was threatening (e.g. 
failure) and sometimes the words were non-threatening (e.g. table). Following the 
disappearance of the word-pair from the computer screen, a dot (probe) appeared in 
the location of one of the words. The participant’s task was to press a key in response 
to the dot. It was assumed that detection latencies to probes presented in attended 
areas of the computer screen would be faster than those to probes appearing in 
unattended areas.
MacLeod (et al. 1986) compared the scores of clinically anxious and non-anxious 
participants and found evidence of an attentional bias towards threatening stimuli for 
the high anxious group, and less consistent deployment of attention to the threat 
stimuli in non-anxious individuals. In accordance with Fox (1993) a single index of 
selective attention to threat words was computed by entering the appropriate detection 
latencies into the following equation:
TTB/PA - TA/P AI + ( TA/PB - TB/PBI 
2
where TB/PA refers to detection times when the threat is in the lower area but the 
probe is in the upper area (this is discussed in more detail in the method section). This 
procedure has since been used in many studies (e.g. Magee 1994).
Fox (1993) identified that repressors shifted attention away from threat-related stimuli. 
This paradigm has been extensively replicated, with changes in procedure, and 
individuals from different populations, both clinical and non-clinical (MacLeod & 
Mathews 1988: Magee 1994).
Previous research indicates that individuals relate to threat stimuli associated with their 
predominant concerns (MacLeod et al. 1986; Mogg et al. 1992). In several studies 
individuals with high levels of trait/state anxiety, e.g. rape victims and spider phobics 
(MacLeod 1990; Logan & Goetsch 1993) were shown to attend selectively to threat 
words linked to their fears. Unfortunately, however, in these studies low anxious
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groups were treated as a homogeneous group, and therefore repressors' attentional 
direction was not ascertained.
Research using the dot probe technique has shown that individuals with a repressive 
coping style demonstrate an avoidance of attending to specific types of threat stimuli. 
Repressors have been found to demonstrate an avoidance of social threat words, (e.g. 
embarrassed, inferior, foolish) (e.g. Fox 1993; Magee 1994). It has consistently been 
shown that attentional avoidance is not demonstrated by repressors for words which 
are related to physical threat (e.g. cancer, paralysed, fracture). One can argue from 
these findings that repressors are skilled at avoiding socially threatening information 
(e.g. Fox 1993) and therefore manage to avoid experiencing higher levels of anxiety.
In summary research findings suggest that repressors are individuals who report lower 
levels of negative affect than non-repressors, specifically low anxious groups 
(Weinberger et al. 1979), and "seem averse to both the exposure to unpleasant material 
and the experience of negative affect" (Boden & Baumeister 1997, p.45). Collectively, 
the evidence suggests that repressors utilize a whole range of cognitive processes to 
limit awareness of threatening and affective information. Their defensiveness 
encompasses selective biases in recall, (Davis 1990), encoding and attention 
(Weinberger & Davidson 1994) and selective attentional biasing (Fox 1993).
It is both interesting and important in relation to the aims of this study that repressors 
have been cited as displaying an impoverished memory for emotional events and 
negative autobiographical memories from childhood and adulthood (Davis 1987; 
Myers & Brewin 1994; Myers 2000). The outcome of such avoidance has implications 
for repressors, and these are particularly important for consideration in the present 
study. The forgetting of negative and distressing events may entail costs to the 
individual. Davis (1990) argued that repressors may have difficulty 'not only in 
recalling distressing experiences from their past, but also in perceiving connections 
between previous experiences and current life situations' (p. 387). Johnson and 
Sherman (cited in Davis 1990) also argue that past experiences can act as a guide for 
current action. They suggest that a distorted construction of the past can lead to 
distorted expectations of the future and Taylor and Brown (1988, cited in Davis 1990)
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suggest that such sanitization of past experiences can lead to present maladaptive 
behaviour. Thus, banishment of unpleasant memories, which goes on to create a 
difficulty in their recall, may have important implications for repressor adjustment 
(Newman & Hedberg 1999).
Furthermore Weinberger and Davidson (1994) argue that repressors seem to develop a 
deficit in their capacity for emotional self-disclosure. Indeed Strickland and Crowne 
(1963, cited in Weinberger & Davidson 1994) found that defensive individuals (such as 
repressors) have difficulty in engaging in psychotherapy and do not respond to 
demands from others to increase their self-disclosure. This finding has important 
clinical implications.
Myers (2000) suggests a repressive coping style is a defense mechanism used to avoid 
experiencing negative emotion. She goes on to suggest that future research should 
investigate possible links between repressive coping and the forgetting of traumatic 
memories. No studies to date have investigated the relationship between repressive 
coping styles and forensic patients claiming amnesia of their offense.
1.3 Psychogenic Amnesia in a Forensic Population
A complete literature review of psychogenic amnesia has been completed by the author 
and is contained in the academic portfolio (Rigg 2002). However a brief summary of 
the literature review is included here in order to link the literature on repressive coping 
style and psychogenic amnesia, to support the aims of this study.
Psychogenic amnesia occurs with no evidence of any organic pathology, and is defined 
as psychological in nature (Gudjonsson 1999). Emotional shock, psychologically 
traumatic events or severe stress (Schacter 1986a) most frequently precipitate this type 
of amnesia.
Psychogenic amnesia includes situation-specific amnesia, and has been identified in 
individuals “committing, witnessing, or being the victim of an offense” (Kopelman, 
Christensen, Puffett & Stanhope 1994, p. 675). Situation specific amnesia is commonly
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cited by perpetrators for their alleged crimes (Kopelman 1995).
Amnesia of an offense is defined as a “general impairment in previously acquired 
memories, which is a pathological condition and can be either organic or functional in 
origin” (Gudjonsson 1999, p. 97). Criminal suspects 'commonly claim amnesia after 
the commission of a violent crime ' (Gudjonsson 1999, p. 96).
A number of studies throughout the past 70 years have claimed that amnesia of an 
offense occurs in a high proportion of violent crimes (Hopwood & Snell, 1933; Leitch 
1948; O’Connell, 1960; Taylor & Kopelman 1984). It is reported to occur in between 
25% to 45% of all homicide cases, in approximately 8% of violent crimes, and in a 
small percentage of non-violent crimes (Kopelman 1995; Taylor & Kopelman 1984). It 
most frequently occurs following the killing of a loved one or friend, and when the 
offense is unpremeditated (Kopelman 1995). Kopelman (1995) however, reports that 
to date there is “a relative dearth of studies investigating this intriguing form of 
forgetting, contrasting with investigations of eyewitness testimony, for which there is a 
burgeoning literature” (p. 428).
Prevalence o f Amnesia
Homicide is commonly associated with amnesia of the offense. Several studies have 
identified the rates of amnesia for homicide, in a variety of different settings, ranging 
from convicted criminals in a prison setting (Leitch 1948; O’Connell 1960; Bradford & 
Smith 1979), to those on remand awaiting trial (Parwaitikar, Holcomb, & Meninger 
1985). Kopelman (1995) presents the findings of such studies, which contribute to 
currently accepted prevalence rates in the following Table (Table 1.2 overleaf)
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Table 1.2
Amnesia for the offense among those convicted of homicide
Study Number Amnesic (%)
Leitch 1948 51 31%
Guttmacher 1955 36 33%
O’Connell 1960 50 40%
Bradford and Smith 1979 30 47%
Taylor and Kopelman 1984 34 26%
Parwatikar et al. 1985* 105 23%
* Pretrial evaluations only: rate for convicted homicides not given. 
Table cited in Kopelman (1995, p. 428).
Kopelman (1995) presented a summary of studies investigating the relationship 
between crime and amnesia, taken from 3 types of settings, as reproduced in Table 1.3 
overleaf. Of particular interest to this study are the findings of Hopwood and Snell 
(1933). This was the only study to date of psychogenic amnesia in a maximum-security 
hospital for forensic patients. One hundred patients were reported to have a 
psychogenic amnesia (refer to next section), which would constitute approximately 
25% of the population at that time.
However upon review of these studies it has to be noted that these samples are biased, 
as they each contain a high number of violent offenders in their sample, who are more 
likely to have an experience of psychogenic amnesia. It can be argued a higher 
percentage of amnesia is therefore more likely. For example in the Hopwood and Snell 
(1933) study, of the total sample of 100 offenders claiming amnesia of their offense, 71 
subjects had committed a murder and 19 attempted murder or wounding. It is 
recognized that the setting is a maximum-security hospital, and it is unlikely that high 
numbers of offenders for much lesser charges would have been detained there. This is 
demonstrated in the following table (Table 1.3 overleaf).
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Table 1.3
Relationship between type o f ofiense and amnesia for offending (%  of amnesic patients)
Crime Hopwood & Snell 
1933
Broadmoor, security 
Hospital UK
Lynch & Bradford 
1980
Forensic Psychiatry 
service Canada
Taylor & Kopelman 
1984 
Remand prison 
UK
Homicide/attempted
homicide 90 23 47
Other violence 8 63 53
Nonviolent crime 2 14 0
Total 100 100 100
Table cited in Kopelman (1995 p. 429).
Characteristics of psychogenic amnesia
Kopelman (1987) argued that faulty memory acquisition occurs at the time of the 
crime/traumatic event, and consequently there is faulty retrieval of the event. 
Kopelman (1987) suggests that states of abnormal mood, severe alcohol intoxication 
or florid psychosis are commonly present at times of an offense, each of which may 
compromise normal cognitive processing and encoding of memories. To date there is a 
lack of research evidence investigating psychosis and mood disorders in amnesia of an 
offense, and further research is required to substantiate these claims.
Some experimental evidence investigating memories of emotional events (e.g. 
Christiansson & Nilsson 1984) has suggested that memories of highly emotional events 
are less accurately remembered than non-emotional events. In addition, Christiansson 
and Nilsson (1984) claim that information preceding and following a traumatic event 
are subject to less accurate recall. It is hypothesized that this is due to faulty encoding 
of information, (Chistiansson & Engleberg 1998, cited in Conway 1997) and is a 
consequence of attentional narrowing during states of high emotional arousal. 
However memories are frequently recovered at a later stage (Kopelman 1995), 
suggesting that memories are encoded, but are not retrievable for a period of time.
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From the evidence presented it can be hypothesized that those individuals who develop 
amnesia of a violent offense may well possess a repressive coping style. Indeed the 
literature previously reviewed argued that repressors do have more difficulty in 
recalling negative autobiographical memories than non-repressors (e.g. Myers et al. 
1992). The recall of a violent offense may be so traumatizing that those with a 
repressive coping style may actually posses cognitive strategies that limit the encoding 
of the act, and furthermore assist the banishment of memories from retrieval, serving to 
reduce negative affect.
Psychogenic amnesia may be complete or partial, ongoing or recoverable (Kopelman 
1995). Kopelman (1995) reports that the prevalence of total amnesia of the offense is 
as previously reported between 25% and 45%. Where partial amnesia (islets of 
memory) for an offense are also considered prevalence rates increase to 70% (Tanay 
1969).
The duration of time in which amnesia remains for the offense is less well established. 
Bradford and Smith (1979) reported that amnesia was permanent in all of their cases, 
however it is not made clear at what point in time this was recorded post crime, and no 
follow up studies have as yet been conducted to support this claim. However 
O’Connell (1960) suggests amnesia is transitory, and Kopelman (unpublished) 
provides support for this claim. What is noticeable when reviewing the literature is the 
paucity of longitudinal studies. Furthermore, studies vary in the timing of interview of 
amnesics following the commission of a crime.
Alcohol and drug intoxication at the time o f the offense
In a study by Gudjonsson et al. (1989), amnesia was claimed by 56% of homicide or 
attempted homicide cases, with all of the alleged amnesics being intoxicated at time of 
the offense. Furthermore Kopelman (1995) reviewed a range of studies, which 
investigated alcohol and drug intoxication at the time of crime, and chronic alcohol 
abuse. Overall, the literature suggests that amnesia of an offense is commonly 
associated with alcohol usage, (see literature review for critique of studies)
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Cognitive mechanisms involved in psychogenic amnesia
Kopelman (1987; 1995) suggested two mechanisms, which may operate in psychogenic 
amnesia;
i) faulty memory acquisition and encoding of traumatic events
ii) the suppression/repression of distressing memories.
Both of these suggestions by Kopelman (1987, 1995) appear to correspond with the 
cognitive strategies identified in a repressor's repertoire to limit unwanted memories 
and affect. Firstly, research has shown that repressors posses a selective attentional 
bias away from threat-related stimuli, which may serve to limit encoding of negative 
material (Fox 1993). Furthermore, it has been argued that repressors have a 
distinctive style of processing information, which appears to inhibit the processing of 
negative material (Myers et al. 1998). Secondly, there is evidence that repressors 
banish unwanted memories from their consciousness and memory recall (Myers 2000). 
Of relevance to this study are the findings that repressors have more difficulty in 
recalling negative autobiographical memories than non-repressors (e.g. Myers et al. 
1992).
As previously stated there is a vast difference between laboratory studies and real life 
experiences (Myers et al. 1998). This highlights the need therefore for research to 
investigate the presence of repressive coping style in a non-laboratory setting.
Overview o f the current study
The primary aim of this research is to investigate repressive coping styles in a forensic 
population claiming amnesia of their offence. Due to the lack of research associated 
with psychogenic amnesia in general, but particularly in those individuals who have 
committed a serious offence, and who also have a mental disorder, a maximum security 
hospital population was selected for this study.
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A mental disorder is one prerequisite for a Mental Health Act Section (enforced 
detainment in a hospital setting) and is defined under the Mental Health Act (1983), 
The specified mental disorders in the Mental Health Act (1983) are:
1. mental illness, undefined
2. severe mental impairment: arrested or incomplete development of mind which
includes severe impairment of intelligence and social fimctioning and is 
associated with abnormally aggressive or seriously irresponsible conduct:
3. mental impairment: as (2) above, substituting 'significant' for 'severe':
4. psychopathic disorder: a persistent disorder or disability of mind, irrespective
of intelligence level, which also results in abnormally aggressive or seriously 
irresponsible conduct.
It is hypothesised that personality factors such as repressive coping style and selective 
attentional biasing away from threat related stimuli are likely to be associated with 
amnesia of the offence. The use of the dot probe task, would therefore aim to identify 
the direction of attendance to threat. It is hypothesized that participants identified as 
having a repressive coping style are more likely to direct attention away from threat 
words than non-repressors.
1.4 The design o f the dot probe task
Early studies of adults' responses in the dot probe task (e.g. MacLeod et al. 1986) used 
probes to follow a proportion only of the trials of word pairs. Recently however Mogg 
and Bradley (1999) reported two disadvantages of this design. Firstly, most trials were 
not followed by a probe, and they argue the task can therefore become tedious for 
participants. Secondly, probes are more likely to follow trials which contain threat 
words, and may serve as a prompt for participants to search for a probe. Mogg and 
Bradley (1999) argued that these two factors complicated the interpretation of results. 
Mogg and Bradley (1999) introduced a forced-choice version of the dot probe task. 
All trials are probed, with the probe replacing one of the two words in each trial (either 
a threat word or a neutral word). A drawback of this task however is that participants 
may only attend to one stimulus position to wait for the appearance of the probe, and 
therefore making the task less sensitive to attentional bias. However, using this design,
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Mogg and Bradley (1999) have replicated the presence of selective attentional biases 
as found in studies using the original design. They also recommend the use of the 
forced choice version, as opposed to the original version as it produced lower 
variability in reaction times, thus reducing noise in the data. Hence the selection of this 
version of the dot probe task for the current study.
Social threat stimuli widely used in previous studies (e.g.MacLeod et al. 1986; Magee 
1994) was employed in this study. Offense-related threat stimuli were generated 
specifically for this study (described in the method section), as it was considered this 
threat type might elicit an attentional bias among an offending population.
As well as measures of repressive coping style and attentional bias, the study also 
included measures of self-deception and other-deception. In studies of offenders 
Gudjonsson (e.g. 1990) frequently investigates self-deception and other-deception 
using the self-deception (SDQ) and other-deception questionnaires (ODQ), by 
Sackeim and Gur (1979), and has developed a set of norms for forensic patients 
(1990). A study by Gudjonsson, Hannesdottir and Petursson (1999) investigated the 
relationship between personality and amnesia of the offense (see Rigg 2002). They 
found that amnesic participants reported lower other-deception and self-deception 
levels than non-amnesic patients. Two measures employed in the study were the ODQ 
and SDQ.
A recent study by Gudjonsson and Moore (2001) investigated self-deception and 
other-deception using the self-deception (SDQ) and other-deception questionnaires 
(ODQ) in a maximum-security hospital (Broadmoor) and in a setting of medium- 
security. The patients at Broadmoor obtained lower ODQ scores than those at the 
medium secure setting, and replicated previous findings by Gudjonsson (1990). They 
propose that other-deception is more context bound than self-deception. Gudjonsson 
and Moore (2001) argued that patients in a setting of maximum-security are less 
defensive in their approach to psychological assessment, suggesting they have less 
need to engage in impression management, the rationale being that those patients in 
medium-security may be more reluctant to report undesirable behaviours and 
difficulties, which may delay their discharge. Gudjonsson and Moore (2001) argue that
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patients at Broadmoor know they are likely to be detained for a longer duration and to 
obtain discharge there is an expectation of openness about their problems and 
engagement in treatment which therefore reduces the need for impression 
management.
Gudjonsson and Moore (2001) highlighted the difference between the two measures. 
The ODQ measures the frequency of undesirable behaviour as reported by the 
individual. Whereas the SDQ focuses upon 'denial, or lack of reporting, of undesirable 
thoughts and emotions in terms of intensity (e.g. denial of any feelings of anger, 
sexuality, or unpleasant thoughts)' (p. 30). The latter questionnaire appears 
particularly related to a repressive coping style. Therefore a tendency towards self- 
deception as opposed to other-deception is considered to be associated with amnesia 
of the offence in the presence of a repressive coping style.
1,5 Summary of the Current Study: Aims and Hypotheses 
• Aims o f the study
1. To identify patients who have experienced psychogenic amnesia of their 
Index Offence and a control group who do not report an experience of 
psychogenic amnesia of their Index Offence.
2. To assess for a repressive coping style in the two groups, as measured by 
the Marlowe Crowne Social Desirability Scale (Crowne & Marlowe 1964) 
and the shortened form of the Manifest Anxiety Scale (Bendig 1956).
3. To assess selective attentional biasing to threat stimuli (using offending 
related threat words and social threat words) employing the dot probe task.
4. To assess other-deception and self-deception using the ODQ and SDQ.
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5. To explore aspects of psychogenic amnesia according to:
• Category of Index Offence (e.g. Homicide, attempted homicide)
• Partial or complete amnesia of the Index Offence
• Duration of amnesia, either continuing amnesia or recovered memory
• Relationship to victim
• Preparation of offence
6. To assess self-reported level of alcohol and or drug intoxication at time of 
Index Offence.
1.6 Hypotheses
1. Individuals claiming an experience of amnesia of their Index Offense are more 
likely to have a repressive coping style than individuals who have not 
experienced amnesia of their Index Offense
2. Repressors will display a significant selective attentional bias away from threat 
stimuli compared to non-repressors.
3. Repressors will obtain significantly higher scores for Self-Deception than non­
repressors.
4. There will be no significant difference for Other-Deception scores between 
non-repressors and repressors.
1.7 Clinical Relevance o f the Study
There is a lack of research in the area of psychogenic amnesia. Furthermore there are 
important clinical implications for patients who claim psychogenic amnesia of their 
Index Offense. Patients at Broadmoor Hospital are expected to engage in treatment 
and will be expected to present as reasonably open about their problems in order to 
secure discharge (Gudjonsson & Moore 2001). Treatment often consists of
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encouraging insight into the Index Offense and exploration of affect. The findings 
previously discussed highlight the difficulty this would present to a patient who has a 
repressive coping style.
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2. METHOD
2.7 Participants
The sample consisted of 30 patients with psychiatrie diagnoses who were detained at 
Broadmoor Hospital (high security hospital), under sections of the Mental Health Act 
(1983). 15 claimed amnesia of their offense and 15 had never experienced amnesia of 
their offense. Eleven (73%) of the amnesics were Caucasian and 3 (27%) Affo- 
Caribbean, in contrast to 12 (80%) and 4 (20%) respectively in the non-amnesic group. 
For all the patients, 23 (77%) were Caucasian, 7 (23%) were Affo-Caribbean.
Selection of participants.
All Responsible Medical Officers and Psychologists at Broadmoor Hospital were given a 
written description of the study (appendix 1). They were asked to identify any patients 
currently within their care who claimed either partial or complete, either transient or 
continuing amnesia of a violent interpersonal index offense (offense for which they are 
currently detained).
A total of 28 patients (21 males, 7 females) were identified, and permission was given by 
the Responsible Medical Officers for the patients to take part. This was conditional upon 
the researcher obtaining voluntary consent from the patients to participate. 2 males and 1 
female were excluded from the list of participants, as they did not meet the inclusion 
criteria of a violent interpersonal index offense. The researcher did not approach 1 male, 
as he was considered unstable in terms of mental state by the clinical team. 15 males and 
1 female volunteered to take part in the study after being approached by the researcher. It 
was decided to exclude the female data, as there was only one consenting female.
Following obtained consent of these participants a control group with no known history 
of amnesia of their index offense was identified from patients' admission details. Controls
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were matched with the patients with amnesia for gender. The dates of offenses for the 
control group were required to fall within the range identified in the experimental group 
(1990-1999). All of the controls had committed a violent interpersonal index offense. 
Responsible Medical Officers gave permission for the researcher to approach patients in 
order to recruit them to the study as participants. 3 patients refused participation and 15 
consented. Patients were only interviewed if assessed as stable in terms of mental state by 
the clinical team on the day of the interview.
2.2 Design
This was an experimental study. The main independent variables were
1. Amnesia versus non amnesia of the Index offense
2. Repressive coping style versus non-repressive coping style as defined by Marlowe- 
Crowne Social Desirability Scale and the Bendig short form of the Manifest Anxiety 
Scale.
Repressive coping style was identified within the amnesic and non-amnesic groups 
employing the methodology of Weinberger et al (1979). Repressors were defined on the 
basis of their scores on the Marlowe-Crowne Social Desirability Scale (MC, Crowne & 
Marlowe 1964) as a measure of defensiveness and the Bendig short form of the Manifest 
Anxiety Scale (MAS, Bendig 1956). Based on the mid-point scores of the questionnaires 
participants were assigned to one of two group: repressors (n=16), who scored 10 or 
under on the MAS and 17 or over on the MC. All other participants were designated non­
repressors (n= 14) (Myers & Brewin 1995). Mean MC and MAS scores for the whole 
sample and non-repressor and repressor groups are shown in Table 2.1 overleaf.
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Table 2.1 Mean MC and MAS Scores for the non-repressors and repressors and the sample as a 
whole
MC MAS
Mean 12 10.2
Non-Repressors N 14 14
Std. Deviation 3.3 5
Mean 22.3 4.8
Repressors N 16 16
Std. Deviation 4.4 2.6
Mean 17.5 7.3
Total N 30 30
Std. Deviation 6.5 4.8
The dependent variables were
1. Threat detection latencies computed from the dot probe task scores;
2. Scores of other-deception and self-deception as measured by the Other Deception 
Questionnaire and Self Deception Questionnaire respectively.
3. Subjective evaluation of alcohol and drug intoxication at time of the index offense as 
defined by using a 7 point Likert scale (1 being not all - 7 very much so).
Information gathered from patient’s notes included the following independent variables:
1. Current Mental Health Act classification (mental illness, psychopathic disorder or 
mental illness with psychopathic disorder)
2. NART scores obtained from Neuro-psychology reports to ensure literacy *.
3. Date of birth, age and ethnic group
4. Date of index offense
5. Date of admission to Broadmoor Hospital
6. Index Offense, grouped into 4 categories (Homicide, Attempted Homicide, Rape, 
Rape plus Homicide/Attempted Homicide).
7. Relationship to victim, grouped into 3 categories (Lover/friend, acquaintance,
stranger)
8. Planned or spontaneous index offense
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* The National Adult Reading Test (NART) is an assessment of an individual’s ability to 
read and pronounce fifty irregularly spelt words (Nelson 1991). From the 
scores obtained predicted IQ scores are computed.
2.3 Materials
Design o f probe detection task. The dot probe task was based on the design used by 
Mogg and Bradley (1999). In the present study the task consisted of 48 trials. Each trial 
commenced with the presentation of an ’X’ in the middle of a computer screen for 750ms. 
This was followed by a pair of words, one above the other, for SOOmsecs. Immediately 
after their disappearance, a dot probe appeared in the location of one of the words. The 
participant's task was to press one of two designated keys to indicate the location of the 
dot probe. The probe remained on screen until the participant responded (correctly or 
incorrectly), up to a maximum of 10 seconds. Their reaction time (probe detection 
latency) was recorded. The next trial then followed.
There were two buffer trails at the beginning and end of the task, which consisted of 
neutral word pairs. The remaining 48 trials consisted of either an offense related word or 
a socially threatening word, paired with a neutral word. The word pairs were set up to 
yield a 2 X 2 X 2 within-participants design with the following variables: word type (half 
the target words were offense related words and half were socially threatening words), 
word position (half the target words appeared in the upper part of the screen, and half of 
the words appeared in the lower part of the screen), and probe position (half the probes 
appeared in the upper part of the screen, and half appeared in the lower part of the 
screen). The design was balanced so that six target words were randomly assigned to one 
of four conditions and retained as such for presentation on all trials. That is, six offense- 
related words and six social threat words appeared in one of four conditions:
i) Threat Above, Probe Above (TAPA),
ii) Threat Above Probe Below (TAPB),
iii) Threat below. Probe Above (TBPA),
iv) Threat Below Probe Below (TBPB).
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Trials were presented in a randomized order.
Stimuli fo r probe detection task The target words used as stimuli in the task are shown in 
Table 2.2. (appendix 2 for neutral match words) The target words were drawn from 
various sources. The social threat words and their neutral pair word were selected from 
previous research (MacLeod, et al 1986; Fox 1993). The words were matched for word 
length and frequency. These social threat words have been rated in previous research (e g 
Mathews, Mogg, May & Eysenck 1989) in terms of threat values, on a 6-point scale from 
("not at all threatening") to 5 ("very threatening") and a mean rating threat value of 4. 3 
obtained. The offense related words were chosen from words generated by trainee clinical 
and forensic psychologists currently working within a forensic setting. Forensic students 
identified two words they considered were not related to offending, these being hurt and 
coffin, and these words were eliminated from the list generated. The selected offense 
related threat words were rated by trainee clinical psychologists in terms of threat value, 
on a 6-point scale from ("not at all threatening") to 5 ("very threatening") and a mean 
rating threat value of 4. 1 obtained.
Each word was matched with a neutral word for word length and frequency. Frequency 
data were obtained from the MRC Psycholinguistic Database (2002, only for offending 
words as social threat pairs were replicated from previous studies). Brown Verbal 
Frequency (MRC, 2002) and Kucera-Francis Written Frequency (MRC, 2002) were used 
for the stimuli. The neutral word pairs used as buffer and practice trials were also 
matched for word length and frequency, (appendix 3)
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Table 2.2 Target words used as stimuli in probe detection task
Offense Related Social Threat
STRANGLE CRITICISED
KICK EMBARRASSED
PUNCH INADEQUATE
STAB FAILURE
CHOKE STUPID
HIT PATHETIC
MUTILATED FOOLISH
TORTURE INFERIOR
KILL INDECISIVE
ATTACK INEPT
MURDER LONELY
FATAL HATED
INJURY HUMILIATED
VIOLENCE OPPOSED
ASSAULT INCOMPETENT
WOUND WORTHLESS
DEATHBED RIDICULED
BLEED IGNORED
HARM INSECURE
VICTIM DESPISED
CORPSE ASHAMED
CRIME MOCKED
WEAPON SCORNED
AGGRESSIVE DISGRACED
Apparatus fo r probe detection task. Stimuli were presented in white letters on a 15mm x 
134mm screen on a 40Mhz Pentium Compaq Laptop PC, using the SuperLab Pro2.0 
software (Cedrus corporation, 1999) and the PC's multimedia timer (accurate to 1 ms). 
The software was used to assist construction of the following probe detection task. Pairs 
of words were presented, (in white Arial block capital letters approximately 8mm high 
and vertically separated by 32 mm) one above the other in the center of the screen against 
a black background. The T  key was used to respond to the upper probe and the 'B* key to
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respond to the lower probe. Participants were seated approximately 50 cm from the 
screen.
Questionnaires.
4 questionnaires were administered to participants. The MC and MAS were selected to 
measure repressive coping style, as defined by Weinberger et al 1979). This methodology 
is accepted as a valid measure of repressive coping style (Myers 2000) and has thus been 
widely replicated. There is evidence of good internal consistency and construct validity 
(e.g. Myers and Brewin 1994).
The Marlowe Crowne Social Desirability Scale (1964), a 33-item scale in which 
respondents indicate true or false to items about themselves measured social desirability 
(range 0-33). The magnitude of defensiveness increasing with the magnitude of the score. 
The items from the two questionnaires were presented as one questionnaire in a fixed 
randomized order (Mogg et al 1992) (appendix 4). The MAS was employed as a measure 
of trait anxiety. This is a 20-item scale in which respondents indicate true or false to items 
about themselves (range 0-20). The magnitude of trait anxiety increases with the 
magnitude of the score. In the present sample there was good internal consistency for 
both the MC scale (a = .85) and the MAS scale (a = .86).
Participants were also asked to complete the Other Deception Questionnaire and the Self 
Deception Questionnaire constructed and developed by Sackeim and Gur (1979) 
(appendix 5 and 6 respectively). These questionnaires measure the extent to which the 
respondent deceives other (ODQ) and themselves (SDQ) and are both 20 item scales. 
Respondents rate their responses on 7-point Likert scales. On the ODQ the lower end of 
the Likert scale (a score of 1 or 2) is labeled as 'Never' and the upper end (a score of 6 or 
7) as 'Always'. A score of one point is awarded to any responses indicating a score of 6 or 
7 on the Likert scale. On the SDQ the lower end of the Likert scale (a score of 1 or 2) is 
labeled as 'Not at all' and the upper end (a score of 6 or 7) as 'Very much so'. A score of 
one point is awarded to any responses indicating a score of 1 or 2 on the Likert scale. The 
maximum score for both scales is 20 (range 0-20). For both scales the magnitude of
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deception increases with the magnitude of the score. In the present sample there was good 
internal consistency for both the ODQ scale (a = .80) and the SDQ scale (a = .74).
Participants were asked to respond to two further questions about the level of alcohol and 
illicit drug intoxication during the Index Offense. Respondents rated their responses on 7- 
point Likert scales, 1 being 'Not at all' to 7 being 'very much so'. For each question the 
value indicated on the scale was the score obtained.
Procedure
1. The Broadmoor Special Hospitals Ethics Committee approved the research 
procedures (appendix 7). The study was developed with consideration of the 
difficulties and restrictions that occur when working with mentally disordered 
offenders (Megargee 1995). In particular, consideration was given to the samples' 
vulnerable position of being detainees and care was taken to ensure this was not 
violated in any way. It was acknowledged that recruitment difficulty might occur due 
to no apparent immediate benefit to the participants. To accommodate these concerns 
participation was voluntary, with an aim to empower the patient to decide whether or 
not he participated. The researcher took time to explain that non-participation would 
not be viewed as non-compliance and would not effect their treatment at the hospital. 
Participants were advised that their responses were confidential and that the only time 
information would be passed to the Responsible Medical Officer would be if the 
researcher or the participant divulged information which indicated that the participant 
or others were at risk of harm, or if information of additional offenses not previously 
disclosed were discussed. They were advised that withdrawal from the study at any 
time during the interview was permissible and their data up to that point would not be 
used.
2. At this point a small pilot study with 2 volunteers (trainee clinical psychologists 
working within a forensic setting) was carried out and the measures finalized.
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3. Participants were identified as detailed previously. Clinical teams were approached 
and approval sought to arrange meetings with the patients. Approval was dependent 
upon the criteria of suitability, in terms of stable mental state, and the willingness of 
the participant to meet with the researcher. Potential participants were met for 
approximately 15 minutes to explain the purpose of the study, the procedure of the 
tasks and the storage of their data. An information sheet was provided ( appendix 8) 
and time was provided for questions and to consider participation. If patients refused 
to participate they were informed that they would not be approached again, however 
should they reconsider participation they should inform a member of their clinical 
team who would notify the researcher.
4. Interviews were arranged at convenient times for the participants and took place in 
interview rooms on the wards.
5. Prior to interviews background information was collected from case notes, (e.g. date 
of birth, details of the Index offense and of amnesia)
6. Each interview took approximately 30-45 minutes always in a single session, with 
short breaks offered.
7. All participants were advised to bring reading glasses if prescribed. Participants were 
asked to read and sign the Participation Consent Form (appendix 9). Upon completion 
they were requested to complete the scales independently commencing with the MC 
and MAS scales, ODQ, SDQ and alcohol and drug questions. Information regarding 
the Index Offense and amnesia/non amnesia was collected at this point.
8. Participants were familiarized with the probe detection task with a short description 
and informed of their required responses. Following this participants sat in front of 
the Laptop computer. They were then asked to follow a series of interactive 
instructions written on the computer screen:
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•  Thank you for agreeing to take part in this study. Please read these instructions carefully. First, 
look in the middle of the screen and you will see an X. Press the spacebar now to see an X. [The 
X appeared]
• After about a second the X w ill disappear and then you will see two words in the middle of the 
screen, one above the other. Press the spacebar now to see the words. [A neutral pair of words 
appeared].
• After about one second the words w ill disappear and you w ill then see a small dot The dot will 
either be where the top word was or where the bottom word was. Press the spacebar now to see a 
dot. (A  dot briefly appeared in the upper position].
•  That dot was where the top word was. When you see a dot where the top word was, press the T  
key as fast as you can. Press the spacebar now to see the dot again, then press T as fast as you can. 
[The dot appeared in the upper position. Written feedback was provided on screen to participants 
according to their response. Either 'Good! That's right!', or 'Sony! Wrong key! Try again..', or if  
the participant did not respond within 10s 'Sorry too slow'.]
• You could also see a dot where the bottom word was. When you see a dot where the bottom word 
was, press B as fast as you can. Press the spacebar now to see the dot again, then press B as fast as 
you can. [The dot appeared in the lower position. Written feedback was provided on screen to 
participants according to their response, as before]
•  Remember this is what you have to do.l. Look at the X when you see it in the middle of the 
screen. 2. When you see a dot where the top word was, press T as fast as you can. 3. When you see 
a dot where the bottom word was, press B as fast as you can.
9. Participants were asked to practice for 10 trials consisting of neutral word pairs. 
Feedback as before was provided for each response. To prevent the occurrence of 
floor effects, where there was evidence of slowed responding (slow feedback) or 
incorrect responding (wrong key feedback) the opportunity to practice with these 
trails again was provided. This was not required by any participant. After sufficient 
practice, the 48 trails of the experimental task were presented in a single block (this 
took approximately 3 minutes).
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10. Finally each participant was asked if they had any questions or comments and 
thanked for their participation. They were advised to inform a member of their 
clinical team if they would like the researcher to provide them with the findings of the 
study.
Ethical Considerations
The well-being of the participants was an important consideration in this study. It was 
acknowledged that some patients might find it distressing if asked questions concerning 
their Index Offense. Therefore the inclusion criteria of stability in terms of mental health, 
on the day of interviewing, was always considered with the clinical team. Participants 
were advised that should any questions be distressing they would not have to answer and 
where possible information could be collected from their case notes if they preferred.
Data Analysis
Most data analyses were based on group comparisons, either comparing amnesic versus 
non-amnesic groups, or repressors versus non-repressor groups for the dependent 
variables. Where possible, given that there were sufficient data, parametric tests of 
difference (e.g. t-tests and ANOVA’s) were used. Chi-square tests were used to compare 
distributions where parametric tests were inappropriate.
Attentional bias scores were calculated separately for offense related threat words and 
social threat words, using the following formula (taken from Fox 1993).
(TB/PA - TA/PA1 + ( TA/PB - TB/PB1 
2
TB/PA refers to detection times when the probe occurs in the upper area (probe above), 
but the threat is in the lower area (threat below), and so forth. The equation will produce a 
total of zero if the threat position exerts no differential influence on the probe detection 
latencies. A large positive value indicates that participants attended selectively to the area
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where the threat stimuli had appeared. A large negative value indicates that participants 
moved attention away from the spatial location where threat had appeared. Bias scores 
incorporate the word position x probe position interaction effect on detection latencies 
(Mogg et al 1992), and have been used within this study to represent this effect, as they 
are easier to interpret. Statistical Analysis was carried out in consultation with the project 
supervisors.
SPSS, a computer based statistical package was used to code, store and analyze the data. 
Due to the small number of participants this study may be regarded as exploratory in 
nature. Descriptive statistics for the sample were initially considered and then each of the 
hypotheses were analyzed. Additional analyses not specifically related to the stated 
hypotheses were then carried out.
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3. RESULTS
3.1 Outline of the Results Section
The results section is divided into 3 sections. The first section contains descriptive 
statistics and frequencies for the sample as a whole, amnesics versus non-amnesics and 
repressors versus non-repressors. The second section considers each of the hypotheses 
in turn and whether or not the hypotheses are supported. The third section contains 
exploratory analyses of the data collected not specifically related to the stated 
hypotheses.
3.2 Descriptive Statistics and Frequency Distributions for the Sample,
In the following section descriptive statistics and frequency distribution are shown for 
the following variables:
1. age (in years)
2. year of Index offense
3. year of admission to Broadmoor Hospital
4. NART scores
5. primary Diagnosis (mental health classification) at time of interview
6. types of violent interpersonal offenses
7. relationship to victim
8. preparation of offense
for each of the groups studied:
1. amnesics versus non-amnesics
2. repressors versus non-repressors
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The following tables (3.1 - 3.3) show descriptive statistics for age (years), time since 
Index Offense and time since admission to Broadmoor Hospital.
Table 3.1 Ranges, means and standard deviations for age, year of index offense and 
year of admission for non-amnesic versus amnesics
Group Variable N Range Mean j Std.
Deviation
Non­
amnesics
Age 15 20-41 31.73 5 97
Time since Offense (yrs) 15 4-12 8.5 2.37
Time since Admission (yrs) 15 1-10 6 2 68
Amnesics Age 15 23-55 35 10 92
Time since Offense (yrs) 15 3-12 7.5 2.97
Time since Admission (yrs) 15 3-11 6.5 2.83
Table 3.2 Ranges, means and standard deviations for age, time since index offense 
and time since admission for non-repressors versus repressors
Group Variable N Range Mean Std.
Deviation
Non­
repressors
Age 14 20-43 3186 7 08
Time since Offense (yrs) 14 4-111 7.5 j 2.64
Time since Admission (yrs) 14 1-11 6 2.81
Repressors Age 16 23-55 34.69 10.12
Time since Offense (yrs) 16 3-12 7.5 2.75
Time since Admission (yrs) 16 2-11
-----------
6 2.73
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Table 3.3 Ranges, means and standard deviations for age, time since index offense and 
time since admission for Total Sample
Group Variable N 1 Range | Mean j  Std. Deviation j
Age 30 j 20-55 33.37 | 8 80
Total I Time since Offense (yrs) 3 0 1 3-12 7.5 1 2-65
Sample Time since Admission (yrs) 30 2-11 j 6 j 2.72
The findings show that the groups were similar in age and no significant difference was 
found between the non-amnesic and amnesic group (/(28)=0.875, p=0.38) and non- 
repressor and repressor group (/(22)=1.01, p=0.32). In the latter test, the Levene s test 
revealed unequal variances, and so the adjusted statistic was used. The difference in 
years since Index Offense was not significant for the non-amnesic and amnesic group 
0(28)=0.475, p=0.63) and non-repressor and repressor group (<28)=0.181, p=0.85). 
The time in years since admission to the hospital was not significant between the 
amnesic groups «28) = 0.473, p=0.49) nor between repressor groups «28) = 0.123, 
p=0.91) respectively.
The following table (table 3.4) shows the NART means and standard deviations for 
both non-amnesics and amnesics and non-repressors and repressors and the sample as 
a whole.
Table 3.4 NART scores for groups and sample as a whole.
J Means |  St.Dev j
Non-amnesics j 95.20
*******.....uu.....
|  9.65
Amnesics j 93.60 1 11.98 |
Non-repressors 1 98.29 | 8.62 j
Repressors j 91.00 j 1L47
Whole sample j 94.40 J 10.72 j
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No significant differences were found between non-amnesic and amnesic group «28) 
=0.403, p=0.69) and non-repressor and repressor group «28)=1.94, p=0.62) 
indicating a consistent level of reading ability between groups.
The primary diagnosis for participants categorized at the time of interview are 
displayed in the following table (Table 3.5).
Table 3.5 Primary diagnosis at time of interview
Non-amnesics Amnesics 1Non-repressors Repressors
Mental Illness n (%)
8 (53%)
n (%) 
14 (93%)
n (%)
8 (57%)
n (%) 
14(87%)
Psychopathic Disorder | n (%) 
7 (47%)
n (%) 
1(7%)
n(%)
6 (43%)
n (%) 
2 (13%)
Due to small numbers in the category of psychopathic disorder it was not possible to 
assess for significance. However when looking at the data it can be seen that there are 
more participants diagnosed with a mental illness than psychopathic disorder in the 
amnesic group versus non-amnesic group and the repressor group versus the non­
repressor group.
Tables 3.6 and 3.7 (overleaf) give the distribution of types of violent interpersonal 
offenses committed by the participants in non-amnesic versus amnesic group and non­
repressor versus repressor group respectively.
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Table 3.6 Amnesic versus Non-amnesic group and Index offenses
Groups OFFENCE Total
Homicide Attempted
Homicide
Sexual Offence Sexual/Homicide
Non­
amnesics
n(%) 
5 (33%)
n(%)
6 (40%)
n(%) 
4 (27%)
n(%)
0
15
Amnesics n(%)
8 (53%)
n(%)
2(13%)
n (%) 
3 (20%)
n(%)
2 (13%)
15
Total n(%) 
13 (43%)
n(%)
8 (27%)
n(%)
7 (23%)
n(%)
2(7%)
30
Table 3.7 Repressor versus Non-repressor Group and Index Offenses
Groups OFFENCE Total
Homicide Attempted
Homicide
Sexual Offence Sexual/Homicide
Non­
repressors
n(%)
4 (29%)
n(%)
7 (50%)
n(%)
3 (21%)
n(%)
0
15
Repressors n(%)
9 (56%)
n(%) 
1 (6%)
n(%)
4 (25%)
n(%)
2 (13%)
15
Total n(%) 
13 (43%)
n(%)
8(27%)
n(%)
7 (23%)
n(%)
2(7%)
30
Due to small numbers it was not possible to assess differences between categories of 
index offense for significance. However one can see from the distribution of 
participants 80% of amnesics and 75% of repressors committed an attempted 
homicide, homicide or sexual offense plus homicide with less committing sexual 
offenses.
Table 3.8 (overleaf) shows the relationship of the victim to participants and whether 
the offense was premeditated or spontaneous for non-amnesics versus amnesics and 
non-repressors versus repressors.
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Table 3.8 The relationship between offenders and victims, and the planning of the 
offense
Non-amnesics Amnesics Non-repressors Repressors
Lover/friend n(%) j n(%) n(%) | n (%)
3 (20%) 4 (27%) 4 (29%) 3 (19%)
Acquaintance n(%) | n(%) n(%) I n(%) j
5 (33%) 7 (46%) 2 (14%) 10 (62%)
Stranger n(%) | n(%) | n(%) n (%)
7 (47%) 4 (27%) 8 (57%) 3 (19%)
No Preparation n(%) "1n(%) | n(%) n (%) j
for Offense 7 (47%) 8 (53%) 8 (57%) 7 (44%)
Premeditated n(%) | n(%) n(%) | n (%)
Offense 8 (53%) 7 (47%) 6 (43%) 9 (56%)
There were no significant differences between the non-amnesic and amnesia groups (x2 
=0.13, df = 1, p=0.71) or non-repressor and repressor groups (%2 =0.53, df = 1, 
p=0.46) in terms of the preparation of the offense. Due to small numbers of 
participants distributed across cells related to relationships to victims it was not 
possible to test for significance. However if the categories are collapsed (where 
lover/friend and acquaintance categories become one category) 81% of repressors 
knew their victims compared to 43% of non-repressors. This difference was significant 
(X2=4.7, df = 1, p=0.02). For participants claiming amnesia of their offense 73% knew 
their victims compared to 53% of non-amnesics. This difference was not significant 
(X2 = 129, df = 1, p=0.25).
228
Major Research Project
3.3 Evidence for Hypothesis 1
"Individuals claiming an experience of amnesia of their Index Offense are more 
likely to have a repressive coping style than individuals who have not 
experienced amnesia of their Index Offense"
Repressive coping style was identified as previously described using the MC and the 
MAS. A mid point split methodology was employed to categorize repressors and non- 
repressors as previously described in the method section. Mean scores for groups are 
shown in table 3.9.
Table 3.9 Mean scores for groups the MC and MAS
Non-amnesic 3
|
Amnesic Non-
repressor
Repressor
MC Mean 14.4* 20.6 12.0** 22.3
(SD) 5.4 6.1 3.2 4.3
MAS Mean 9.5* 5.1 10.21* 4.7
(SD) 4.9 3.4 15.0 2.6
* significant at 0.05 level ** significant at 0.01 level
Significant differences were found between the MC scores for the non-amnesic and 
amnesic group (MC: «28) = 2.9, p=0.04) and the MAS scores between the two 
groups (MAS: «28) = 2.7, p=0.01). This difference was anticipated as it represents 
the categorization of repressors from non-repressors, such that repressors will score 
above the median on defensiveness (as measured by the MC scale) and below the 
median on the MAS (measuring anxiety). For the non-repressor and repressor groups 
again significant differences were found, and considered appropriate as a large number 
of the non-repressors were drawn from the non-amnesic group and repressors from the 
amnesic group (MC «28)=7.19, p=0.02); MAS «28)—3.65, p=0.001)).
In the sample as a whole 53% (n =16) of participants were classified as having a
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repressive coping style and 47% (n =14) of participants were classified as non- 
repressors. In the general population, estimates of the prevalence of a repressive 
coping style are between 10% and 20% (Myers 2000). The findings in this study 
indicate that a repressive coping style is much higher in an amnesic population within a 
forensic setting. In the non-amnesic population only 27% were identified as having a 
repressive coping style which is more consistent with the estimated prevalence for the 
general population. Table 3.10 shows the number of repressors and non-repressors in 
the amnesic and non-amnesic groups.
Table 3.10 Frequency distribution of non-repressors and repressors in the non­
amnesic and amnesic groups _
1 Characteristic Non-Repressors (n=14) j Repressors (n=16)
j Non-amnesics (n= 15) 73% (n=ll) I 27% (n=4)
I Amnesics (n=15) 20% (n=3) j 80%(n=12)
There was a significant difference in the number of repressors identified in the amnesic 
and non-amnesic groups. That is, significantly more participants claiming an experience 
of amnesia of their Index Offense had a repressive coping style than those participants 
claiming no experience of amnesia of their Index Offense (%2 =6.6, df = 1, p=0.003), 
thus supporting Hypothesis 1.
Although from this point the hypotheses are specifically related to repressors, it is 
considered appropriate to also investigate the amnesic population, the rationale being 
primarily the exploratory nature of this study, to gather information to inform future 
studies. As previously highlighted in the introduction section there is a paucity in the 
literature on psychogenic amnesia, and therefore exploration of the amnesic population 
will be informative.
3.4 Evidence for Hypothesis 2 Selective Attentional Bias
’’Repressors will display a significant selective attentional bias away from threat 
stimuli compared to non-repressors".
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Before proceeding to the next section of the results analyzing selective attentional 
biasing it is necessary to clarify the decision made regarding the non-removal of 
outliers from mean detection latencies. In some previous studies, data points greater 
than two or three standard deviations from the participants mean have been excluded 
from the analysis (e.g. Fox 1993; Magee 1994). The new mean calculated after the 
removal of these outliers is termed 'the restricted mean'. However, problems 
associated with using restricted means with reaction time data have been described by 
Miller (1991), with distributions of reaction time data being normally skewed, with a 
short tail for fast responses and long tail for slow responses. When calculating 
restricted means it is much more likely to exclude slow rather than fast responses, 
which Miller (1991) considers makes the restricted mean less than the true average. 
Furthermore Miller (1991) advises that the practice of using restricted means with 
groups of different sample sizes can lead to distorted results.
Following this warning, outliers were not excluded in this current analysis. The 
distributions of probe detection latencies were examined for skewness (as described by 
Gravetter & Wallnau 2000). In no instance however was there significant skewness, 
when reviewing the Kolmogorov-Smimov statistic, with alpha set at 0.05. However 
the mean bias scores did show significant skewness for each group and were therefore 
transformed using a Logarithm transformation procedure which provided normally 
distributed scores, and the Kolmogorov-Smimov statistic was non-significant for 
skewness with alpha set at 0.05. For all other dependent variables homogeneity of 
variance assumptions were met throughout the analyses, with no Levene statistics 
significant at the 0.05 level.
3.5 Selective Attentional Bias
In accordance with Fox (1993), the detection latencies were computed to produce a
single index of selective attention to threat words, using the formula described in the
method section of this study. This was computed separately for social threat and
offense-related threat. These scores represent the extent to which participants in each
group were biased towards (positive scores) or away from (negative scores) each type
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of threat stimuli. A score of zero represents no attentional bias either towards or away 
from threat. The mean bias scores for each group and threat type are displayed in 
Table 3.11.
Table 3.11 Mean, standard deviations and range of bias scores for non-amnesic and 
amnesic group, non-repressor and repressor group
Non-Amnesic Amnesic Non-Repressor Repressor
N 15 15 14 16
Offence-Related Threat
Mean Bias Scores -6.60 6.83 -8.64 7.78
St. Dev of Mean Bias Scores 26.39 72.61 36.26 66.24
Minimum Scores -50.00 -105.00 -103.00 -105.00
Maximum Scores 33.00 146.00 33.00 146.00
Social Threat
Mean Bias Scores -2.26 -14.26 I 8.28 * -22.75 |
St. Dev of Mean Bias Scores 35.46 46.72 32.99 43.13
Minimum Scores -69.00 -84.00 -48.00 -84.00
Maximum Scores 48.00 54.00 48.00 54.00
* significant difference p< 0.05
A negative bias score indicates where the participant has moved attention away from 
the spatial location of threat. An increase in the magnitude of the negative value 
indicates an increase in that attention movement. Positive bias scores indicate that 
participants attended selectively to the area where the threat stimuli had appeared. An 
increase in the magnitude of the positive value indicates an increase in that attention 
movement. The attentional bias for the groups are displayed in Figure 3.1 overleaf.
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Figure 3.1 Direction of attentional bias for different groups for offense and social 
threat stimuli
10 1
— non amnesia
— amnesia
5 -10 non repressors
LJ
—K— repressorsS -20 -
-30 J
SocialOffend
A two way mixed between-within analysis of variance (ANOVA) was conducted to 
explore the impact of group, e.g. non-amnesic versus amnesic on mean bias scores for 
offense and social threat stimuli. A two way mixed between-within analysis of variance 
was then conducted to explore the impact of group, for non-repressor versus repressor 
on mean bias scores for offense-related threat and social threat stimuli.
In the amnesic group analysis there was no main effect for mean bias scores for 
different threat stimuli, (F(l,28)=0.65, p=0.35). There was no main effect for groups 
(F(l,28)=0.003, p=0.32), and the interaction effect (F(1,28)=1.49, p=0.21) did not 
reach statistical significance.
In the repressor group analysis there was no main effect for mean bias scores for 
different threat stimuli (F(l,28)=0.49, p=0.49). There was no main effect for groups 
(F(l,28)=0.26, p=0.26). There was a significant interaction effect (F(l,28)=0.96, 
p=0.02) between threat type and group.
An independent t test of attentional bias towards social threat stimuli for non­
repressors versus repressors was then conducted and a significant difference observed 
(f(28)=2.26, p=0.03). Repressors showed a selective attentional bias away from social
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threat stimuli and non-repressors a selective attentional bias towards social threat.
Of interest the repressor sample showed a selective attentional bias towards offense- 
related threat. Though this trend was not significant (/(28)=0.534, p=0.59), it is 
noteworthy because it was the reverse of the trend for the non-repressors who showed 
a selective attentional bias away from offense-related threat. This trend was also seen 
in the non-amnesic and amnesic population and was anticipated due to the high 
population of repressors being drawn from the amnesic population, and non-repressors 
being drawn from the non-amnesic population.
It was clear that these findings did not support the main hypothesis of the present 
research, that repressors would show a selective attentional bias away from all threat- 
related stimuli. However consistent with previous research they did show a selective 
attentional bias away from social threat (Fox 1993; Magee 1994).
Section 3.6 Evidence for Hypothesis 3 and 4 SDQ and ODQ
’’Repressors will obtain significantly higher scores for Self -Deception than non- 
repressors’*
’There will be no significant difference for Other-Deception scores between non­
repressors and repressors”
Independent-samples t-test were conducted to compare the ODQ and SDQ scores for 
non-repressors and repressors and non-amnesic and amnesic participants. The results 
are shown in Table 3.12 overleaf.
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Table 3.12 ODQ and SDQ scores for non-amnesic and amnesic group and non- 
repressor and repressor group.
I Non-amnesic 1 Amnesic | Non-repressor [Repressor
ODQ Mean (SD) 8.53 (3.83) 110.86 (4.38) 7.42(4.21)* [11.68 (3.15) |
SDQ Mean (SD) 15.33 (2.96) 17.06 (3.71) j 5.00(7.25) [7.25 (3.53) |
* significant difference p=<0.05
There was a significant difference in ODQ scores for repressors versus non-repressors, 
which was not predicted in the hypotheses, with repressors showing a higher 
magnitude of other-deception then non-repressors (/(28)=3.15, p=0.004). Furthermore 
in contrast to the hypothesis repressors did not show a significant difference in self- 
deception compared to non-repressors ( /(28)=1.87, p=0.71).
The relationship between other-deception (as measured by the ODQ) and self- 
deception (as measured by the SDQ) was investigated for the whole sample using 
pearson product-moment correlation coefficient. There was a positive correlation 
between the two variables (p =0.461, n=30, p=0.01), with high levels of other- 
deception associated with high levels of self-deception.
The relationship between other-deception (as measured by the ODQ) and self- 
deception (as measured by the SDQ) and selective attentional bias to offense-related 
threat and social threat stimuli were also investigated. There was a significant 
correlation between attentional deployment (attentional bias) for social threat stimuli 
and the SDQ for repressors (r=0.526, n=16, p=0.037) with high levels of avoidance to 
social threat stimuli being associated with high levels of self-deception. There were no 
significant correlations with either the ODQ or SDQ for non-repressors, non-amnesics 
and amnesics.
J. 7 Alcohol and Drug Intoxication Levels at time O f Index Offense
No specific hypotheses were made regarding this variable. However, as the study is
235
Major Research Project
exploratory in nature, gathering information regarding factors which may have 
relevance to the forgetting of violent interpersonal offenses the level of alcohol and 
drug intoxication at the time of the offense was considered interesting. The higher the 
mean score the higher the level of intoxication. The following table (Table 3.13) shows 
mean scores for levels as indicated on a 7 point Likert scale.
Table 3.13 Mean scores for Alcohol and Illicit Drug Intoxication at time of Offense
Alcohol Mean 
(St. dev)
Statistics df
Non-amnesic 4.93 (2.31)
t=  1.13 df = 28
Amnesic 3 .86 (2.82)
Non-repressor 4.57 (2.59)
f = 0.33 df = 28
Repressor 4.25 (2.67)
Drugs Mean 
(St. dev)
Non-amnesic 3.00 (2.50)
II o 00 w 00<NII
%
Amnesic 3 .46 (2.77)
Non-repressor 2.64 (2.43)
(=1.16 df=28
Repressor 3.75(2.72)
* significant difference p=<0.05
There were no significant differences between the non-repressor and repressor group 
or non-amnesic and amnesic groups in the reported level of intoxication at the time of 
the offense. Table 3.14 overleaf shows the number of participants in each group who 
reported alcohol and drugs were absent at the time of the Index Offense.
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Table 3.14 No alcohol or drugs at time of Index Offense
No Alcohol at time 
of offense
No drugs at time of 
offense
Non-amnesic n = 3 (20%) n = 8 (53%)
Amnesic n = 7 (47%) n = 7 (47%)
Non-repressor n = 4 (29%) n = 9 (64%)
Repressor n = 6(38%) n = 6(38%)
This shows the variation of non-alcohol and non-drug use at time of Index Offense as 
self-reported by participants.
In summary, to examine the data numerous statistical tests have been carried out. It is 
important to acknowledge that multiple significance testing risks inflating the Type 1 
error rate, with spuriously significant results more likely to found by chance. One 
method to address this would be to lower the alpha level from 0.05 to 0.01 to reduce 
the likelihood of Type I errors. In this analysis, however, it was considered more 
appropriate to conserve statistical power by retaining alpha at 0.05, and to 
acknowledge the limitations of such an approach when interpreting the findings. This 
decision was made as it is recognised that this study is preliminary, the analyses are 
exploratory with this small population and the aim being to gather information and 
trends to guide a further larger study investigating the hypotheses with increased 
statistical power.
3.8 Correlations
An analysis of the correlations between the measures of repressive coping style (the 
Marlowe Crowne Social Desirability scale, (MC) and the short form of the Manifest 
Anxiety Scale (MAS)), the Other-deception Questionnaire (ODQ) and Self-deception 
Questionnaire (SDQ) were conducted as shown in Table 3.15, overleaf. Preliminary 
analyses were performed to ensure no violation of the assumptions of normality and
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linearity. The correlations were explored to identify any relationships for the sample as 
a whole and between groups.
Table 3.15 Correlations for the whole sample
MC MAS ODQ SDQ
MC r=-.571** r=.582** r= .390*
MAS r=-.571** r=-.344 I-.383*
ODQ r=.582** r=-.344 r=.461*
SDQ r= .390* r=.383* r=.461*
** Correlation is significant at the 0.01 level * Correlation is significant at the 0.05 level
Table 3.15 illustrates that all correlations except the MAS and ODQ were significant. 
An analysis of correlations for groups was then conducted to highlight specifically 
where relationships lay.
1. There was a significant negative correlation between the MAS and ODQ (r (16)= - 
0.545, p=0.029) for repressors and for amnesics (r (15)=0.-662, p=0.007) with 
low levels of anxiety associated with high levels of other-deception.
2. There was a significant positive correlation between the MC and ODQ (r 
(15)=0.603, p=<0.017) for amnesics. This finding shows an association between 
high levels of defensiveness (as measured by the MC) and high levels of other- 
deception (as measured by the ODQ). A correlation between the MC and ODQ 
for repressors was not found. However significance was approached (r (16)=0.493, 
p=0.052). There were no significant relationships for non-repressors and non­
amnesics between the MC and ODQ.
Amnesia o f the Offense
Although not a focus of the research per se, an exploration of the types of amnesia 
(partial or complete memory loss) and duration (whether memory recovered or 
amnesia continues) as discussed by Kopelman (1995), was completed in the amnesic 
group. The findings are reported in the appendix (see appendix 10).
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4  D I S C U S S I O N
4.1 General Discussion o f the Study
This exploratory study of repressive coping in individuals claiming psychogenic 
amnesia of their Index Offense appears timely for several reasons. Most importantly 
the health service is ever evolving and evidence based interventions are considered 
essential in the successful treatment of patients and ensuring outcome based care. 
Increasingly both commissioners and funders of medical interventions, and those 
managing clinical services, have embraced the values of “evidence based medicine” 
(Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996).
Consequently the paucity of literature investigating psychogenic amnesia in offenders 
(Kopelman 1995) is a cause for concern. This is particularly so in the light of the 
evidence which estimates that between 25% and 45% of those committing a violent 
interpersonal offense will have experienced total amnesia of the offense, and up to 
70% will have had partial amnesia of their offense (Kopelman 1995).
Mentally disordered offenders (cited hereafter as MDO) who are detained in a 
maximum security hospital under the Mental Health Act (1983) are expected to 
present openly about their problems, engage in treatment programs (Gudjonsson & 
Moore 2001) and to show insight into their offending. This is problematic for those 
claiming an experience of amnesia particularly if it is ongoing. Until now there has 
been little work in this area, hence the need for research to develop our understanding 
of psychogenic amnesia, and its contributory factors, in individuals detained under the 
Mental Health Act (1983). This study may be regarded therefore as progressive and 
exploratory in nature.
In current literature the implications of possessing a repressive coping style have been 
well researched (Myers 2000). Myers (2000) recently suggested that the forgetting of 
traumatic memories in a repressive population was an important area for future 
investigation. This study investigates repressive coping style and attentional biasing in
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a population claiming the forgetting of a violent interpersonal offense. In drawing our 
attention to the implications presented by these two factors it aims both to guide 
future research and inform clinical practice.
4.2 The Findings Related to the Hypotheses.
Hypothesis 1.
Individuals claiming cm experience o f amnesia o f their Index Offense are more likely 
to have a repressive coping style than individuals who have not experienced amnesia 
o f their Index Offense.
The prediction that repressive coping style would be more prevalent in the amnesic 
sample was supported. In the sample as a whole 53% (n =16) of individuals were 
classified as repressors, with 80% (n=12) of amnesics categorized as possessing a 
repressive coping style.
Interpretation of the Findings
The findings in this study indicate that the prevalence of repressive coping style is 
much higher in an MDO amnesic population, compared to general population 
estimates of between 10% and 20% (Myers 2000). In the non-amnesic sample only 
27% (n= 4) were identified as having a repressive coping style. This is more 
consistent with the estimated prevalence for the general population. These findings 
appear to support the observations of Myers (2000) that individuals with a repressive 
coping style are more likely to forget previous experiences of negative and traumatic 
events.
Hypothesis 2
Repressors will display a significant selective attentional bias away from threat 
stimuli compared to non-repressors.
This study represents the first application of the probe detection test to an MDO
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population with an experience of psychogenic amnesia. The application of this 
paradigm to repressors has, however has been widely used before (e.g. Fox 1993). An 
aim of the current study was to investigate the direction of repressors' attentional
deployment to threat stimuli.
The findings did not support the main hypothesis that repressors would show a 
selective attentional bias away from all threat-related stimuli. However the results of 
this study were partially as predicted and a significant interaction effect between 
threat type and group was found between repressors and non-repressors. There was a 
significant difference in selective attentional deployment to social threat stimuli 
between repressors and non-repressors, however there was no significant difference in 
selective attentional deployment to offense-related threat. Repressors deployed 
attention away from social threat and non-repressors showed a small attentional bias 
in the direction of the social threat stimuli. There was no main effect for threat or for
group.
No differences were found between non-amnesic versus amnesic groups. This 
suggests the classification of repressor versus non-repressor highlighted differences in 
attentional deployment to social threat stimuli, rather than being related to amnesia.
Interpretation of the Findings
As in this study, previous research has used two threat types, most often consisting of 
social and physical threat stimuli (e.g. MacLeod et al. 1986; Fox 1993). However 
Myers (2000) has reported that repressors consistently deploy attention away from 
social threat stimuli, but not from physical threat stimuli, (e.g. MacLeod et al. 1986). 
Fox (1993) argued that differences (between repressors and non-repressors) in 
attentional deployment to social and physical threat stimuli, may be attributable to 
differences in their predominant concerns. She argues that the MC was originally 
designed as a measure of social desirability. Fox (1993) postulates that it is therefore 
of no surprise that those individuals who score highly on this measure, (the repressor 
group) should be highly defended against social threat and therefore deploy attention 
away from the associated social threat. Physical threat does not appear to be of
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significant threat value in previous studies (e.g. Fox 1993; Magee 1994).
Previous research findings indicate that individuals relate to threat stimuli associated 
with their predominant concerns (MacLeod et al. 1986; Mogg et al. 1992). For 
example high anxious rape victims (Logan & Goetsch 1993) were shown to attend 
selectively to threat words associated with their experience of rape. Unfortunately 
Logan and Goetsch (1993) failed to separate individuals defined as low anxious and 
repressors. However we may still speculate that rape victims with a repressive coping 
style would have deployed attention away from threat stimuli associated with their
experience of rape.
In a population of offenders who have committed a violent interpersonal offense, it 
was considered that words related to offending (e.g. stab and kill) would hold threat 
value associated with their predominant concerns. However repressors did not 
significantly deploy attention away from these stimuli.
An explanation of this unexpected outcome might be found in the overlap between the 
words selected as offense-related stimuli (in this study) and words widely used as 
physical threat stimuli in previous studies (originally selected by MacLeod et al. 
1986). Words such as murder, deathbed, harm and stab were replicated in this study as 
offense-related stimuli. In previous studies however when such words have been used 
as physical threat stimuli, repressors have not shown a selective attentional bias away 
from them. It is possible therefore that the offense-related group of words in the 
current study were, in fact, more representative of physical threat, which (as has been 
shown) is not threatening to repressors. In this case the findings of this study replicate 
the findings of previous research in demonstrating that repressors do not show a 
selective attentional bias away from physical threat stimuli.
Threat stimulus is defined as posing threat value to the participant (MacLeod et al. 
1986). An alternative explanation for the repressors in this study failing to deploy 
attention away from the offense-related stimuli were not threatening enough. It seems 
likely that whilst the offense-related stimuli chosen might represent threat for the 
victims of an offense, e.g. rape victims (Logan & Goetsch 1993) they were not of
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sufficient threat value to affect the perpetrators of violent interpersonal offenses. If we 
accept this explanation a number of issues are highlighted:
Firstly the selection of offense-related stimuli for MDO repressors is problematic. 
Future research could compare the threat value of offense-related and physical stimuli 
for perpetrators and victims of a violent interpersonal offense.
Secondly selecting offense-related stimuli in the context of a special hospital for 
offenders needs careful consideration. One could argue that exposure to offense- 
related words is higher in this context than in the general population. Many patients 
attend groups related to offending. The majority engage in therapy to address issues 
related to offending behaviour and index offenses. It is possible that through these 
processes they have become accustomed to offense-related stimuli and are therefore 
no longer threatened by them.
Thirdly there may have been large individual differences in the perceived threat value 
of certain stimulus words, related to participants' previous experiences. For example 
some participants may have been a victim of a violent offense, as well as being a 
perpetrator. Furthermore the type of Index Offense and methods of attack varied 
between participants. These ranged from rape associated with violence, to prolonged 
violence and eventual homicide. It is possible therefore that different words held 
different threat value and this should be considered when selecting future threat 
stimuli.
The lack of effect of offense-related threat stimuli in this study is consistent with the 
results from an unpublished study by Mathews and Sebastian (cited in Mathews and 
Sebastian 1993), who conducted a probe detection test with high anxious individuals 
reporting a fear of snakes. They found no evidence that this group of participants were 
more likely to attend to the threat stimuli. It was argued that participants had 
insufficient fears of snakes to produce the selective deployment observed in other 
studies. Mathews and Sebastian's (1993) conclusion supports the view that repressors 
in the current study were not sufficiently threatened by the offense-related stimuli and 
therefore did not show a selective deployment away from the threat.
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Outlying data points were retained in this study. Hawkins (1980) proposed that 
outliers are due to additional factors, such as a door slamming, as opposed to 
attentional deployment. However it was decided in this study to retain all of the data 
primarily because of sample size, a criteria for retention given by Miller (1991), but 
also to enable examination of individual scores.
On examination of individual scores, a non-repressor gained the slowest reaction time 
to a probe. This followed the offense-related word ‘choke’, the manner in which he 
murdered his known victim. It may have been possible that this delay in response was 
due to a lapse in attention, however it is possible that the slow responding was 
attributable to the nature of the stimuli associated with the participant's Index Offense.
Hypotheses 3 and 4
Repressors will obtain significantly higher scores for Self-Deception than non­
repressors.
There will be no significant difference for Other-Deception scores beftveen non­
repressors and repressors.
The predictions of these hypotheses were not supported in this study. In contrast the 
trend was in the opposite direction to that predicted. Firstly there was a significant 
difference in other-deception for repressors versus non-repressors, repressors having 
higher levels of other-deception scores than non-repressors. Secondly there was no 
significant difference for self-deception scores between repressors and non-repressors.
Interpretation of the findings
Gudjonsson (1990) has developed norm scores for other-deception and self-deception 
(using the ODQ and SDQ) for a forensic population. In this sample of MDO 
participants, repressors scored above the norm and non-repressors below the norm.
Gudjonsson et al. (1998) employed the ODQ and SDQ when comparing an offending
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population claiming amnesia and non-amnesia of their Index Offense. They found that 
amnesics were lower in other-deception than non-amnesics. The opposite trend was 
found in this study, with amnesics showing higher other-deception scores than non­
amnesics. However, Gudjonsson et al. (1999) investigated a prison population, 
whereas participants in this study are an MDO population.
In a later study Gudjonsson and Moore (2001) investigated MDO patients. They 
compared patients admitted to Broadmoor Hospital and patients in a medium secure 
hospital, and found as in previous studies (Gudjonsson 1990), that other-deception 
was context-related, with less other-deception found in a hospital of high security 
(Broadmoor Hospital). Gudjonsson and Moore (2001) concluded from such high 
levels of other-deception that participants were engaging in impression management. 
They argued that such high scores should be taken into consideration when evaluating 
scores from psychological tests, as they indicate that participants were more defensive 
in their approach to psychological assessment.
Repressors in the current study, in the context of a maximum-security hospital, 
achieved higher levels of other-deception than in the previous studies (e.g. 
Gudjonsson & Moore 2001). The results can be interpreted as an indication that the 
repressors were engaged in impression management. This finding appears to 
contradict the findings of previous studies, which reported that repressors were not 
other-deceivers, and not engaged in impression management (e.g. Derakshan & 
Eysenck 1997).
However Myers (2000) has argued from a review of self-report measures that 
repressors do respond in an 'overly-positive way' (p.403) to self-report questionnaires. 
She suggested that this is not due to deliberate distortion or impression management, 
but the biased way in which repressors interpret affect and emotionally appraise their 
experiences. It is possible that this accounts for the current findings.
A positive correlation was found between the ODQ and MC, showing an association 
between high levels of defensiveness (as measured by the MC) and high levels of 
other-deception (as measured by the ODQ). This suggests that those who score highly
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on defensiveness may have higher other-deception scores as measured by the ODQ. 
This reflects a certain amount of overlap in item content, between these two 
instruments. More detailed analysis showed a significant positive correlation between 
the MC and ODQ for the amnesic group, and although a correlation between the MC 
and ODQ for repressors was not found, significance was approached (p=0.052).
It was predicted that repressors would obtain significantly higher scores for self- 
deception than non- repressors. However there was a lack of evidence for a significant 
difference in self-deception scores between the two groups. Repressors were no more 
likely than non-repressors to engage in self-deception when responding to the SDQ. 
This does not appear to replicate findings from previous research that repressors are 
self-deceivers. The SDQ measures denial, or lack of self-reporting of undesirable 
thoughts and emotions in relation to their intensity (e.g. denial of emotions such as 
anger and / or unpleasant thoughts). The findings of the current study seem to suggest 
that repressors did not deny the experience of negative affect and unpleasant thoughts 
when compared to non-repressors (Myers 2000).
There was a significant positive correlation between attentional deployment to social 
threat stimuli and the SDQ for repressors, with high levels of avoidance to social 
threat stimuli being associated with high levels of self-deception. Derakshan and 
Eysenck (1999) argue that biases such as self-deception and an attentional deployment 
away from threat may serve to protect repressors from negative affect. The current 
findings seem to be consistent with the literature, where repressors are reported as 
self-deceivers and show an attentional avoidance of social threat stimuli (Derakshan 
& Eysenck 1999). It is possible that repressive coping and associated cognitive biases 
range in intensity, i.e. from low to high levels, and this may affect the amount of 
recall of negative information and memories. Thus, high self-deception and increased 
attentional deployment away from social threat stimuli, in those with a repressive 
coping style may be associated with more severe impairment of memory of the Index
Offense.
The correlation obtained between the ODQ and SDQ scores indicated that there is a 
degree of overlap between the two measures. This is consistent with a study by
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Gudjonsson, Petursson, Sigurdardottir, and Skulason (1991) who found the two 
questionnaires were related to a measure of over-controlled hostility.
Alcohol and Drug Intoxication
There was a lack of evidence for significant differences between the groups in the 
reported level of intoxication at the time of the offense. However evidence has been 
presented to suggest that repressors are prone to overly positive responding on self- 
report questionnaires (Myers 2000). It is possible in the present study that self-report 
levels of alcohol and drug use might therefore be inaccurate in this instance, and may 
reflect an under-reporting of usage. However with regard to drug misuse, repressors 
reported the highest level of intoxication at the time of the Index Offense. Thus the 
conclusion can be drawn that repressors were not under-reporting intoxication levels 
when compared to non-repressors. These findings go some way to support Kopelman 
(1995) that alcohol and drug usage is associated with psychogenic amnesia.
Psychogenic Amnesia
Although not a focus of the research per se, an exploration of the types of amnesia 
(partial or complete memory loss) and duration (whether memory recovered or 
amnesia continues) as discussed by Kopelman (1995), was completed in the amnesic 
group. In the amnesic group 33% (n=5) reported a continued loss of memory of their 
Index Offense and of these 36% (n=4) reported total amnesia of their offense.
The findings suggest that 73% (n= 11) of the amnesic population knew their victim, 
as opposed to 53% (n=8) of the non-amnesic group, supporting the claim by 
Kopelman (1995) that psychogenic amnesia is more likely to occur when the 
perpetrator knows the victim. An interesting finding of this study is the fact that 53% 
(n=8) of offenders who knew their victim did not go on to develop amnesia. In this 
non-amnesic group, however, 73% (n=ll) were not repressors. It can be postulated, 
albeit very tentatively given the confines of the small sample size, that the absence of 
psychogenic amnesia in this group is therefore related to the significantly lower 
prevalence rate of repressive coping style.
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With regards to the preparation for the offense, the findings are not consistent with the 
claims of Kopelman (1995). There was very little difference reported between groups, 
with 47% (n=7) of amnesics offending spontaneously without premeditation, 
compared to 53% (n=8) of non-amnesics. In the repressor group 44% (n=7) offended 
spontaneously without premeditation, compared to 57% (n=8) of non-repressors. 
These findings however should be treated with caution as:
• it was not always possible to ascertain this information from amnesic patients 
claiming an amnesia leading up to their offense,
• not all participants wished to discuss details of their Index Offense,
• information was not always clear in the case notes.
In addition the findings are exploratory and a larger sample and more detailed 
information is required in future research.
In an MDO population a high number of offenders have a mental illness such as 
schizophrenia. Kopelman (1995) suggested that experience of florid psychosis at the 
time of the offense might lead to psychogenic amnesia. A methodological weakness 
of the current study was the failure to discover the existence of such a diagnosis at the 
time of the Index Offense. It would have been helpful to ascertain whether the mental 
illness was acute or being treated with medication at the time of the offense. Records 
in case note data were often inconsistent, and participants were not always certain if 
they were ill at the time of offense or if illness commenced afterwards. It was not 
possible given the time constraints of this study to collect such information.
However, current diagnosis was collected from case notes and it can be seen that 93% 
(n=14) of the amnesic group versus 53% (n=8) of the non amnesic group, and 87% 
(n=14) of the repressor group versus 57% (n=8) of non-repressor group had a 
diagnosis of mental illness. It is therefore possible that a higher number of amnesics 
had a mental illness at the time of the offense, which may have contributed to the 
forgetting of the event.
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4.3 Conclusions
The findings of the current study suggest that there is a potential relationship between 
the forgetting of a traumatic memory, such as a violent interpersonal offense and 
repressive coping. Kopelman (1995) has cited two cognitive processes, as 
contributory factors in the development of a psychogenic amnesia. These are limited 
encoding of the Index Offense and repression of the memories.
This study replicates the findings of previous research (e.g. Magee 1994), and 
repressors demonstrated an attentional bias away from social threat stimuli. It has 
been argued that the deployment of attention away from threat limits the encoding of 
memory (Eysenck 1997). It can be postulated therefore, albeit very tentatively given 
the confines of this small sample, that attentional deployment away from threat 
information may have occurred during the time of the index offense, and impaired the 
repressors encoding of the event as a memory. Thus suggesting that selective 
attentional deployment may have been a contributory factor in the development of 
psychogenic amnesia for those with a repressive coping style.
Secondly it is possible that repressors have (for varying lengths of time) banished 
aversive memories of the Index Offense, in order to reduce associated unpleasant 
affect (as predicted by Myers 2000). The banishment of negative autobiographical 
memories in repressors has previously been demonstrated (e.g. Myers et al. 1994). In 
the current study there was evidence that those claiming amnesia often regained 
memories of the offense at a later time. Thus suggesting that the memories had been 
encoded at the time of the offense, but subsequently inhibited from recall, possibly 
with the aim to limit distress. Indeed one participant with a repressive coping style 
and complete and continuous amnesia reported:
"I’m sure the memories are somewhere. I've just 
pushed them out o f my mind. I f  I  coidd remember 
what I  did I'd  have to face it, and I  don’t want to 
do that right now. I ’dfeel terrible".
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This seems to encapsulate the aim of repression, to banish traumatic memories and 
thus reduce the experience of distress.
It would appear from the findings of this study that repressors were engaging in other- 
deception and were therefore more defensive in their approach to psychological 
assessment. It is possible that they were overly positive in their responding to the 
ODQ questionnaire and were reluctant to report undesirable behaviours and 
difficulties, perhaps in an attempt to distance themselves from accepting the 
experience of any negative affect. However this did not appear the case for self- 
deception.
In summary the memory of committing a violent interpersonal offense is likely to 
cause considerable negative affect to offenders. Offenders reporting psychogenic 
amnesia of their Index Offense appear able to avoid the recall of these distressing 
memories, some continuously, others for a limited period of time. Kopelman (1995) 
has cited two cognitive processes as contributory factors in the development of a 
psychogenic amnesia. These are repression of the memories and limited encoding of 
the memory of the Index Offense. In previous research both cognitive processes have 
been demonstrated in individuals with a repressive coping style (Myers 2000). The 
current study demonstrates that repressive coping style was significantly more 
prevalent in participants claiming an experience of psychogenic amnesia of their 
index offense, than for those who had complete memory of the event. Secondly this 
study albeit tentatively provided evidence that repressors possessed a cognitive 
strategy, of selective attentional deployment away from social threat stimuli. It is 
possible that the presence of such a cognitive bias in this population served to limit 
the encoding of the index offense and impaired the memories of the event. The 
impaired ability to recall the Index offense may therefore serve to reduce feelings of 
distress, something which repressors continuously strive for (Myers 2000).
4.4 Critique of the Study and Implications for Future Research
In studies such as this, a larger sample would greatly improve the research in order to 
negate individual differences. However due to time constraints and limited resources
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it was not possible to recruit a larger sample and it was therefore decided that this 
study would be exploratory in nature. A larger sample could be obtained in future 
research by accessing patients in the two other special hospitals in the UK, thus 
reducing the risk of Type 1 errors being made and increasing statistical power.
Upon evaluation a methodological weakness of this study was the two-group 
categorization, of repressors and non-repressors. In the non-repressor group high 
anxious and low anxious individuals were treated as an homogenous group on the 
basis of their low defensiveness scores. Both groups scored below a mid-point score 
for defensiveness as measured by the MC, but differently for anxiety as measured by 
the MAS. This model of categorization for repressors versus non-repressors has been 
used before (e.g. Weinberger & Davidson 1994) and was therefore considered suitable 
for this study, particularly in the light of small sample sizes. However previous 
research has shown that high and low anxious groups are not homogenous, firstly and 
most obviously in terms of their levels of anxiety and secondly in terms of attentional 
deployment to threat (Eysenck 1997). Indeed low anxious groups show no specific 
attentional deployment to or from threat whereas high anxious groups attend to threat 
stimuli (Fox 1993). The results of this study may have been affected by this 
categorization method, in particular the findings of the direction of attentional 
deployment in the non-repressor group may have been limited. Future studies would 
therefore benefit from employing larger sample sizes and separating the participants 
into the fourfold classification defined by Weinberger et al. (1990), i.e. low anxious, 
repressors, high anxious and defensive high anxious groups.
This study failed to identify why patients refused to take part. Any voluntary study, 
which incurs a refusal, automatically introduces bias into the results. This study was 
no exception, with refusal rates for females being higher than males, and a decision 
was therefore made to exclude the female data gathered. Refusal by patients to 
participate could not be avoided, but more information on reasons for refusal would 
have been informative in this study.
This study identified that systematic assessment of the experience of psychogenic 
amnesia of the Index Offense is not conducted upon admission to the hospital.
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Furthermore, a database does not exist to record such information. Therefore 
identification of participant's amnesia was reliant upon the memories of clinical 
teams. It is the author's contention that such an identification method may not have 
accurately established the prevalence of psychogenic amnesia in Broadmoor Hospital 
particularly as some patients may not have disclosed their experience of amnesia (e.g. 
if transitory and memory had since recovered).
4.4 Future research
A limitation of the current study as previously stated was the methodology used to 
identify participants who had an experience of psychogenic amnesia. A future area of 
research would be an assessment of amnesia of the index offense, at the time of 
admission to the hospital, investigating the experience of psychogenic amnesia and 
associated factors.
It was identified in this study that 27% (n=4) of repressors had not experienced 
psychogenic amnesia of their offense. An area of interest for future study would be to 
compare those who have a repressive coping style but do not experience amnesia of 
their offense and those that have experienced amnesia and investigate potential 
reasons this difference.
In the current study it was only possible to investigate psychogenic amnesia and 
repressive coping style in males due to the difficulty in recruiting a sufficient number 
of female participants. Therefore an area of interest for future study would be to 
explore the reasons for gender differences in participation rates. It would also be 
interesting to investigate psychogenic amnesia and repressive coping style in males 
and females to explore any differences.
In a prison hospital population (Blumenthal & Lavender 2000) and an MDO 
population as discussed by Fonagy et al. (1997), a high prevalence of insecure 
attachment styles in childhood has been reported. The development of a repressive 
coping style has been related to an early avoidant attachment style. Indeed in this 
study a high prevalence of repressive coping style was found in this small sample of
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MDO patients, particularly in the amnesic group of whom 80% (n=12) were classified 
as repressors. It is possible to infer therefore that many of these individuals would 
have had insecure attachments in childhood. It would be interesting to explore the 
association between attachment styles, repressive coping style and psychogenic 
amnesia in future research.
4.5 Oinical Implications
This study may be considered as clinically relevant. To date there is a lack of research 
regarding psychogenic amnesia of an Index Offense in an MDO population. This 
study has identified an association between psychogenic amnesia and repressive 
coping style. Although repressors avoid the experience of negative affect by the 
forgetting of negative and distressing memories, this may also entail costs to the 
individual in terms of insight into previous behaviour and engagement in treatment.
Davis (1990) argues that repressors may have difficulty 'not only in recalling 
distressing experiences from their past, but also in perceiving connections between 
previous experiences and current life situations' (p. 387). In addition Brown (1988, 
cited in Davis 1990) suggests that sanitization of past experiences can lead to present 
maladaptive behaviour. Thus, banishment of unpleasant memories, which may occur 
to limit the recall of an index offense could have important implications for the 
individual's adjustment to their offense and future risk management.
Furthermore there is evidence to suggest that repressors do not respond to demands 
from others to increase their self-disclosure and have difficulty in engaging in 
psychotherapy (Strickland & Crowne,1963, cited in Weinberger and Davidson 1994). 
This may be maladaptive in respect to the development of a collaborative therapeutic 
relationship and the deliverance therefore of treatment and future risk management. 
Such difficulties for repressors in terms of treatment may have serious implications 
for their rehabilitation. In future research it would be interesting and clinically 
relevant to investigate the treatment outcomes for these offenders to inform future 
clinical practice and evidence based practice.
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Appendix 1 Project Information Sheet
The Role of Repression Within Amnesia of the Offence
I am currently working as a Trainee Clinical Psychologist at Broadmoor Hospital and am 
conducting my major research project whilst here. We are investigating the role o f a repressive 
coping style within a population claiming amnesia o f their index offence. The Ethics Committee 
approved the project in November 2001.
Myers (2000) suggests that a repressive coping style is a defence mechanism used to avoid 
experiencing negative emotion and suggested that future research should investigate possible 
links between repressive coping style and the forgetting o f traumatic memories. It has been 
claimed by Kopelman (1995) and Gudjonsson (1999) that between 25% and 45% o f all offenders 
o f a violent crime such as homicide claim amnesia for the offence. No research to date has 
investigated the relationship between repressive coping style and forensic patients claiming 
amnesia o f  their offence.
Procedure
The study will involve asking patients to participate in a formal interview and a simple computer 
task measuring attentional biasing to word categories. The interview will involve a semi­
structured interview designed by Professor Kopelman to determine the extent o f the amnesic gap 
and the completion o f questionnaires designed to identify a repressive coping style and the extent 
o f self and other deception. Basic background information will also be collected from the medical 
files.
I am interested in interviewing both male and female patients who have committed an 
interpersonal offence. The experimental group will consist o f patients who have claimed an 
amnesic gap either partial or complete during their offence. They may still maintain amnesia or 
have recovered all or islets o f memory o f the offence. The control group will be patients who 
have memory o f their offence.
I am currently recruiting participants and would be most grateful if you could identify 
patients in your care with partial or complete amnesia of their offence. Following selection I 
will write to you seeking permission to approach each potential patient to invite them to 
participate within the study.
For each patient you identify I would make an appointment with you to discuss the research. A  
full briefing will be given to these patients as part o f the informed consent procedure.
I am happy to also meet with your clinical team to provide any further information on practical 
details or on the research project itself. Many thanks for your support and please do not hesitate to 
contact me on extension 4852.1 look forward to hearing from you.
Allison Rigg Supervised by:
Trainee Clinical Psychologist Professor Gisli Gudjonsson
Psychology Department Professor Michael Kopelman
Dr Kate Fritzon
Appendix 2 Word Pairs - Social threat pairs and Offense-threat pairs
Probe Social Threat Word Neutral Word
TAPA CRITICISED UPHOLSTERY
TAPA EMBARRASSED FURNISHINGS
TAPA INADEQUATE TABLECLOTH
TAPA FAILURE CHIMNEY
TAPA STUPID CARPET
TAPA PATHETIC BUNGALOW
TA PB FOOLISH CEILING
TA PB 
TA PB
INFERIOR WORKSHOP
INDECISIVE FLOORBOARD
TA PB mÊÈËÊÊKtÊiimPATIO
TA PB CASTLE
TA PB HATED BROOM
TBPA HUMILIATED GREENHOUSE
TBPA OPPOSED CABINET
TBPA INCOMPETENT CONSERVATORY
TBPA WORTHLESS RESIDENCE
TBPA RIDICULED WASHBASIN
TBPA IGNORED BALCONY
TBPB INSECURE ARMCHAIR
TB PB DESPISED DOORSTEP
TBPB ASHAMED LAUNDRY
TBPB MOCKED LARDER
TBPB SCORNED SHUTTER
TBPB DISGRACED CLOAKROOM
Probe Offending word Neutral word
TAPA STRANGLE MATTRESS
TAPA KICK BUSH
TAPA PUNCH CORAL
TAPA STAB BLUR
TAPA CHOKE WHEAT
TAPA 
TA PB
HIT OIL
MUTILATED WALLPAPER
TA PB TORTURE VINTAGE
TA PB KILL GROW
TA PB ATTACK STATUS
TA PB . MURDER WRITER
g K g l g g # COUCH
TBPA INJURY SHOWER
TB PA VIOLENCE BASEMENT
TBPA ASSAULT CUSHION
TBPA WOUND NEWLY
TBPA
"TBPA- -
DEATHBED PAVILION
BLEED BROOM
TBPB
TBPB™™™
HARM BATH
VICTIM MIRROR
TBPB
TBPB
CORPSE THATCH
CRIME SPLIT
TBPB WEAPON TISSUE
TBPB AGGRESSIVE ELEMENTARY
Appendix 3 Neutral Word Pairs - Buffers and Practice Trials
Probe Position Neutral Word Matched Neutral Word
Buffer 1. PÂ (buffer) COFFEE ORANGE
Buffer 2. PB (buffer) CHAPTER OUTLINE
Buffer 1. PA (buffer) ONION MOVIE
Buffer 2. PB (buffer) FERRY MAGIC
Practice 1. PA SECOND WILLOW
Practice 2. PA MAST WREN
Practice 3. PA FOREST 1 BUTTER
Practice 4. PA TOKEN CRUMB
Practice 5. PA KITE FROG
Practice 6. PB DECORATE SEASHORE
Practice 7. PB FRIED SALAD
Practice 8. PB APPLE PRICE
Practice 9. PB WHISTLE PLUMBER
Practice 10. PB CRUSTY MINUTE
Appendix 4 MAS and MC Combined Questionnaire
A g e   Years
Gender.
QUESTIONNAIRE
1. I find It hard to keepmÿ mind on a task or job
2. I am sometimes irritated by people who ask 
. favours of me. " ;
3- I am happy most of the time.
4. Before voting, I thoroughly investigate the qualifications 
of aU the candidates.
5. I believe I am no more nervous than most others. '
6. I sometimes think when people have a misfortune they 
only got what they deserved.
7- 1 am nx>re sensitive than most other people. ‘ '
8. I like to gossip at times.
9. On occasions I have had doubts about my ability to* 
succeed in life.
I T F
2 T F
3 T F
4 T F
5 T F
6 T F .
7 T F
8 ' T F
9. .. T F
11. I am a highly strung person.
12. I have never intensely disliked anyone.
13. I cannot keep my mind on one thing.
H T F
12 t  F
13 T F
f r o
*ï
14. I never make a long trip without checking the safety 
of my car. 14 T I
15. I have had periods of such restlessness that I canno t 
sit long in a chair. 15 T F
16. I am always courteous, even to people who 
are disagreeable. 1.6 T F
17. On a few occasions, I have given up doing something 
because I thought too little of my ability. 17 T F
18. I am always careful about my manner of dress. 18 T F
19. At times I think I am no good at all. 19 T F
20. I have never felt that I was punished without cause. ‘ 20 T F
21. When I don’t know something, I don’t at all mind 
admitting it. . 21 T F
22. I am usually calm and not easily upset. - 22 T F
23. I  never resent being asked to return a favour. 23 T F
24. I  am not usually self-conscious. . *i 24 T • F
25. I  soimtimes try to get even, rather than
forgive and forget. *25 T F
26. If I  could get into a movie without paying and 
be sure I was not seen* I would probably do it. 26 T F
27. I work under a great deal of tension. 
: hurt someoneeone's feelings. — ••••••
29. I can remember "playing sick", to get out of
something. 'p .jp *
30. I am inclined to.take things hard. 30 •p F
PTO
31. I sometimes feel resentful when I don't get-my way.
32. I.ife is a strain for me much of the time.
33. No matter who I am talking to, I am .always 
a good listener.
34. I certainly feel useless at times.
35. I always try to practice whàt I preach.
36. There have been tunes when I was quite jealous of the 
good fortune of others. ..
37. I sometimes feel that I am about to go to pieces.
38. I have never been irked when.people expressed 
ideas very different from my own..
39. My table manners at home are as good as when I eat 
out at a restaurant.
40. There have been occasions when I have felt like 
smashing things.
41. I have sometimes felt, that difficulties were piling 
up so high that I could not overcome them.
42. I never hesitate to go out of my way to help someone 
in trouble. '
43. It is sometimes hard for me to go on with my 
work if I am not encouraged.
44. Àt tmiés I  haVe'^thy insisted
things my own way.
45. I feel anxiety about something or someone almost 
all the time.
46. I am always willing to admihit when I make a mistake.
47. There have been times when I felt like rebelling 
against people in authority even though
I knew they were right. 47 T , F
48. I frequently find myself worrying about something. 48 T F
49. I have almost never had the urge to tell anyone off. 49 t F
50. I shrink from facing a crisis or difficulty. 50 T F
51. I don't find it particularly difficult to get on 
with loud-mouthed, obnoxious people. 51 T F
& ? .
52. I am certainly lacking in self-confidence. 52 T F
53. I would never think of letting someone else be 
punished for my wrong-doings. 53 ’ T F
Appendix 5 ODQ
ODQ
Please circle which number best applies to you.
1. Do you apologise to others for your mistakes?
2. Are you knowledgable about the things you talk about?
3. When you hear people gossiping do you try not to listen?
4. Do/did you always throw your litter into waste baskets on 
the street?
5. Are you honest?
6. If you say you will do something, do you keep your 
promises, no matter how inconvenient it might be to do so?
7. When you take a sick-leave from work/activities, are you 
as sick as you say you are?
8. Do you show respect for older people?
9. Are you in control of your temper?
10. Are you loyal to your friends?
11. Do you like all the people you know?
12. Would you declare everything at customs, even if you knew 
that you could never be found out?
13. Have all your habits been good and desirable ones?
14. Do you tell the truth?
15. Are you on time for appointments or work?
16. Do/did you obey traffic regulations (including jay-walking)?
17. When you were a child did you obey your parents?
18. Are you fair in your judgements of others?
19. Are you polite and understanding toward other people?
20. Are you willing to let people know about all of your
thoughts and ideas?
Never Sometimes Always 
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4  5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
1 2 3 4 5 6 7
questionnaire\em-vg.00
Appendix 6 SDQ
SDQ
Please circle which number best applies to you.
Not At Somewhat Very Mu 
All So
1. Have you ever felt hatred towards your parents? 1 2 3 4 5 6 7
2. Do you ever feel guilty? 1 2 3 4 5 6 7
3. Does every attractive person of the opposite sex turn 
you on?
1 2 3 4 5 6 7
4. Have you ever felt like you wanted to kill somebody? 1 2 3 4 5 6 7
5. Do you ever get angry? 1 2 3 4 5 6 7
6. Do you have thoughts that you don’t want other people 
to know that you have?
1 2 3 4 5 6 7
7. Do you ever feel attracted to people of the same sex? 1 2 3 4 5 6 7
8. Have you ever made a fool of yourself? 1 2 3 4 5 6 7
9. Are there things in your life which make you very unhappy? 1 2 3 4 5 6 7
10. Is it important to you that other people think highly 
of you?
1 2 3 4 5 6 7
11. Would you like to know what other people think about you? 1 2 3 4 5 6 7
12. Were your parents ever mean to you? 1 2 3 4 5 6 7
13. Do you have any bad memories? 1 2 3 4 5 6 7
14. Have you ever thought that your parents hated you? 1 2 3 4 5 6 7
15. Do you have sexual fantasies? 1 2 3 4 5 6 7
16. Have you ever been uncertain as to whether or not you 
are homosexual?
1 2 3 4 5 6 7
17. Have you ever doubted your sexual adequacy? 1 2 3 4 5 6 7
18. Have you ever enjoyed your bowel movements? 1 2 3 4 5 6 7
19. Have you ever wanted to rape or be raped by someone? 1 2 3 4 5 6 7
20. Have you ever thought of committing suicide in order to 
get back at somebody?
r
1 2 3 4 5 6 7
questionnaire\em-vg.O(
Appendix 7 Ethical Approval
West London Mental Health
NHS Trust
Broadmoor Hospital
Ms Alison Rigg Crowthorne
Trainee Clinical Psychologist RQ45 7R|
The Psychology Department 
Broadmoor Hospital,
Crowthorne,
Berkshire RG45 7EG
Ref: 26SEPT 01
Dear Ms Rigg,
The Role of Repression within Amnesia of the Offence
Thank you very much for your letter of 2nd, January 2002.
Your amendments to your original protocol have been noted.
Yours sincerely,
pp Reverend Dr Peter Goold
Chairman of the Ethics Committee
V J
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Appendix 8 Participant Information Sheet
PATIENT INFORM ATION SHEET
I am a Trainee Clinical Psychologist at the University of Surrey, and I am doing a 
research study of the coping styles of people who have committed an offence, and of their 
memory of this offence. I am asking a number of people to take part in the study, some 
who have memory of their offence, and others who remember less.
If you take part you will be asked to complete a simple computer task and some 
questionnaires, and asked about your memory of the offence. If there is any aspect of the 
interview you do not feel comfortable with, you will not be asked to continue.
The interview will be recorded in writing, in order to make sure that all of the 
information is recorded accurately. The information you supply will be stored in a secure 
place and only myself and my project supervisors, who are directly involved in the 
project, will have access to the information you supply. The only time I would pass on 
information would be if you or I considered you or others were at risk of harm, or if 
information of additional offences not previously disclosed were discussed.
The results of the study will be written up in such a way that no individual would be 
recognised. The results of the study will be presented in a Ph.D. portfolio. You can ask 
to stop at any time during the interview, and any information you have given up to that 
point will not be used. If you have any questions before or after the interview, members 
of your clinical team have been given a copy of this information sheet to outline details of 
the project.
Allison Rigg
Trainee Clinical psychologist
Supervisors
Dr Kate Fritzon 
University o f  Surrey
Professor Gudjonsson 
Institute o f  Psychiatry
Professor Kopelman 
Kings College London
Appendix 9 Participant Consent Form
CONSENT FORM
It has been explained to me that this research project is a study of the coping 
styles of people who have committed an offence, and of their memory of the 
offence.
It has been explained to me that if I agree to take part I will be asked  to recall 
details of the offense, to complete questionnaires and a computer task.
It has been explained to me that information will be collected from my medical 
files.
It has been explained to me that for the overall project the interviews and 
information collected will bé stored arid reported in sudh à way that no individual 
will be recognised;
The report from the study will be presented in a Ph.D. portfolio, and possibly in 
an academ ic journal. The article will be written in such a way to maintain 
participants’ anonymity.
It has been explained to me that I can withdraw my consent at any time and that 
non-participation or withdrawal from the study will not affect my continuing care  
at Broadmoor.
I agree to take part in this project.
NAME
DATE.
WITNESSED BY
Appendix 10 Descriptive statistics of psychogenic amnesia
Major Research Project
Psychogenic Amnesia of the Offense
An exploration of the types of amnesia (partial or complete memory loss) and 
duration (whether memory recovered or amnesia continues) as discussed by 
Kopelman (1995), was completed in the amnesic group. The findings are reported in 
table 1.1.
Table 1.1 Amnesia, type and duration.
I Partial Amnesia I Total | Total
1 1 I Amnesia j 1
| Continued Amnesia 1 j 4 j 5
Recovered memory 9 I 1 j 10
Total 1 ^  1 5 j 15
Although a chi square analysis would highlight any significant differences it was not 
permissible to compute due to the violation of cell requirement assumption. However 
from observation of the data one can see there are large differences between the 
distribution of scores.
In the repressor group (drawn from amnesic population n=12) the following 
frequency distribution can be seen for type of amnesia and duration of amnesia in 
Table 1.2.
Table 1.2 Repressors - amnesia, type and duration.
%**%*:.. ..
Partial Amnesia 1 Total
Amnesia |
Total
Continued Amnesia f 2 j 2
Recovered memory 9 | 1 I 10
Total 9 j 3 I 12
Although a chi square analysis would highlight any significant differences it was not 
permissible to compute due to the violation of cell requirement assumption. However 
from observation of the data one can see there are large differences between the 
distribution of scores.
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Major Research Project
Of interest is the relationship to the victim and amnesia of the offense. Kopelman 
(1995) argued that amnesia is more likely to occur if the perpetrator inflicts a violent 
interpersonal crime against a loved one or friend. It was not always possible to 
identify the level of friendship from participants or case notes so for the purposes of 
this study acquaintances and loved ones/friends have been collapsed into one 
category. The findings are reported in table 1.3 .
Table 1.3 Frequency scores for amnesia duration and the relationship to the victim
j Victim known j Victim - stranger/unknown | Total i1 ■ — ;
j Continued Amnesia i 4 I 1 1  ^ 1
1 Recovered memory |  7 1 3 | 10 :
j Total 1 ^ 1 ^ 1 ^  1
Again chi square analysis could not be executed due to small numbers, however it can 
be seen that 73% (n=ll) of the amnesic population (n=15) knew their victim and of 
these 36% (n=4) reported continued amnesia of their offense. Therefore, although the 
findings can not be checked for significance they do appear to support the literature 
which states amnesia is more likely to occur when perpetrators know the victim.
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